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CHIROPRACTIC SERVICES IN THE 
DEPARTMENT OF VETERANS AFFAIRS 


TUESDAY, OCTOBER 3, 2000 

U.S. House of Representatives, 

Subcommittee on Health, 
Committee on Veterans’ Affairs, 

Washington, DC. 

The subcommittee met, pursuant to notice, at 9:30 a.m., in room 
334, Cannon House Office Building, Hon. Cliff Steams (chairman 
of the subcommittee) presiding. 

Present; Representatives Steams, Moran, Baker, Gutierrez, Pe- 
terson, Snyder, Rodriguez, and Shows. 

Ex officio present: fepresentative Evans. 

Also present: Representative Filner. 

OPEPONG STATEMENT OF CHAIRMAN STEARNS 

Mr. Stearns. Good morning. The House Subcommittee on Veter- 
ans’ Affairs will come to order. I am pleased that we are able to 
hold this hearing today to consider the matter of chiropractic care 
in the veterans health care system. 

I appreciate the attendance of all the witnesses who are here this 
morning to testily on a very important topic for the subcommittee, 
a type of care that is very popular today in this country. But for 
reasons about which we will leam today, chiropractic care does not 
seem to be totally available to veterans who choose it to meet their 
health care needs. 

We have had an opportunity to review in more depth a proposal 
that is being advanced by a variety of chiropractic professional or- 
ganizations. The proposal is modeled after legislative language that 
is under consideration in the House and Senate Armed Services 
conference. 

One of the purposes of today’s hearing is to learn whether this 
proposal is a good model for consideration in VA care. Chiropractic 
care has been in existence for over 100 years. Today, millions of 
Americans — including many thousands, if not millions, of veter- 
ans — rely on this care to meet at least some of their health care 
needs. Confess, as early as 1978, authorized VA to provide chiro- 
practic services to eligible veterans. But over the period of its exist- 
ence VA has never employed its first chiropractor as a VA staff 
practitioner in this professional field, has never developed, without 
some prodding from Congress, any meaningful policy on chiroprac- 
tic care, and until this hearing has never had to defend its position 
to severely restrict, or limit, chiropractic care to veterans. 

( 1 ) 



2 


VA’s May 5, 2000 Issue of Policy has been criticized as having 
had the effect of reducing, rather than increasing, the availability 
of chiropractic services, just the opposite of what we intended in 
mandating in Section 303 of Public Law 106-117, which was the 
Millennium Health Care Bill, that VA institute a formal policy. 

So I think, my colleagues, it is reasonable to conclude that VA 
does not want to implement what we tried to suggest through the 
statutory process. They don’t seem to want to expand chiropractic 
care for veterans and to make these services generally available to 
all of our American veterans. 

If a health care service is licensed and fully legitimized in all 50 
States and abroad, if millions of Americans are willingly paying for 
this service every day, if health insurers and even the federal 
Medicare program approve reimbursement for the service as a rou- 
tine activity of doing business, and if health services research can- 
not establish that chiropractic care is flawed in a way that it pre- 
sents dangers to the imsuspecting public, then VA needs to better 
articulate what their policy is for those veterans who are eligible. 
And in this chairman’s opinion, we just haven’t gotten th&t from 
the Department of Veterans Affairs, so that is why we are having 
the hearing. 

With nearly 200,000 health care employees and staff, operating 
with an annual budget of more than $20 billion, deployed in over 
600 sites, surely somewhere in the VA there must have been a 
need for a VA chiropractor. Yet VA maintains it can get along 
using the occasional fee basis or contract chiropractor and that vet- 
erans are completely satisfied with this process and this response. 

The subcommittee needs more information on VA’s policy in 
order to make an informed judgment on how to proceed. So I hope 
that hearing today from our witnesses may help us better under- 
stand the difference of view on chiropractic services for veterans, 
and I appreciate my colleagues and the witnesses today. 

I am pleased that the full committee member, Mr. Evans, is here 
and I would ask the indulgence of the subcommittee to allow him 
to go first. I understand that he has duties on the House floor mo- 
mentarily, and so I want to welcome Mr. Evans and offer him an 
opportunity to have an opening statement. 

OPENING STATEMENT OF HON. LANE EVANS, RANKING DEMO- 
CRATIC MEMBER, FULL COMMITTEE ON VETERANS’ 

AFFAIRS 

Mr. Evans. Thank you, Mr. Chairman. I thank you for allowing 
me to participate on this abbreviated schedule that we have. Unfor- 
tunately, I am unable to stay, because our committee has two bills 
on the floor this morning coming right up at 10:00. 

The history of chiropractic providers’ attempts to gain entry into 
the health care system dates back longer than the 18 years 1 have 
been a member of this body. At this point, the VA is the only fed- 
eral payer or provider that has effectively sealed the laws to rou- 
tine chiropractic care. 

My involvement vdth this issue of chiropractic care in the VA has 
been extensive. Most recently, I worked to ensure that the Veter- 
ans Millennium Health Care Act contained a provision that di- 
rected the VA to develop a policy to address access to chiropractic 
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care for lower back pain services. The result of this policy was the 
continuation of a longstanding non-policy that nudges VA providers 
towards the conclusion that chiropractic services are only negligihly 
efficient and no more so than care delivered by other providers for 
uncomplicated low back pain. Chiropractors actually view this new 
policy as more restrictive than the previously undefined policy. 

Chiropractors, like other practitioners, wish to provide care with 
the full scope of practice licensed by the State. They want to re- 
solve the issue of veterans’ lack of routine access to their services. 
The VA is the last barrier in the federal sector. 

I look forward to continue working with my friends to ensure 
that we improve veterans’ access to effective chiropractic care. 

Thank you, Mr. Chairman, for allowing me to participate in this 
hearing. 

[The prepared statement of Congressman Evans appears on p. 

82 .] 

Mr. Stearns. Thank you, Mr. Evans. Dr. Filner, you are recog- 
nized for an opening statement. 

OPENING STATEMENT OF HON. BOB FILNER, A REPRESENTA- 
TIVE IN CONGRESS FROM THE STATE OF CALIFORNIA 

Mr. Filner. Thank you, Mr. Chairman. You did not say how 
pleased you are to have me. 

Mr. Stearns. How pleased I am to see you, yes. 

Mr. Filner. Thank you. And I am very pleased to be here. And, 
Mr. Chairman, I thank you for your leadership on this issue, for 
holding this hearing, for working on this issue for a long period of 
time. And I was amazed at your restraint in your opening state- 
ment. Your words I think called out for a little bit more heat, al- 
though you are the chairman, so you want to be dignified, I know. 
But I don’t have to be that way. What you said, Mr. Chairman, as 
I understood you, is that after the hard work of people like yourself 
and Mr. Evans, there was a provision in this important bill that 
we passed last year, the Veterans Millennium Health Care Benefits 
Act, which said that the VA ought to establish a policy and imple- 
ment, I take it, the use of chiropractic treatment for the care of vet- 
erans. And as I understood what you said, this did not happen. 
And we are not the oversight committee of this subcommittee, of 
this full committee, but I think we should probe and find out why 
a legislative mandate hy this Congress and signed into law hy the 
President was not met by the VA administration. 

I will tell you, Mr. Chairman, when we were having problems 
when the 120 days passed that they were supposed to have acted, 
I met in my office with the leaders of the various chiropractic orga- 
nizations with the — what do we call it, the assistant administrator 
of health and other of his staff for the purpose of trying to get that 
policy back on track. I was very dismayed by that meeting. What 
I saw was basically what you described, in a very restrained man- 
ner — a bureaucracy unwilling to accept this legislative mandate, 
unwilling to change, lots of preconceptions and misconceptions, 
fear, it looked to me, of a loss of turf or whatever we may say. But 
a refusal to accept the fact that chiropractic care, as you stated 
very eloquently, is in common practice and is demanded by our vet- 
erans, not to say other people of our society. 
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I read through briefly the statement that Dr. Murphy will have 
for us this morning, and I couldn’t find the explanation, aside from 
there are some policy differences on the way the chiropractic com- 
munity might view their role in the VA. But it looks like they said, 
“Well, because the chiropractor organizations couldn’t agree on a 
definition, that is why we didn’t do anything.” That is how I read 
their statement. And I find that at least disheartening, at most 
very condescending, and I think covers up really the major reasons 
for why the VA has not acted. 

In any case, as Mr. Evans and the chairman have pointed out, 
this is a well-established approach to medicine. Roughly 27 million 
patients are under chiropractic care in this country, including this 
Member of Congress. And we have recognized as a Congress chiro- 
practic care in areas such as Medicare, Medicaid, Federal Workers 
Compensation, and somehow VA does not want to move on this. 

Chiropractic happens to be the fastest-growing, second largest 
primary health care profession. They are highly trained and li- 
censed. And I think it is time to put VA health care on a par with 
other government health care programs and to recognize chiroprac- 
tic as a vital component of the VA health care system. 

So we will look forward to the testimony, Mr. Chairman. You 
have acted veiy quickly. You have acted very responsibly. And I 
think we have to insist on the legislative mandate here. And if the 
VA health division is not willing to accept that mandate, we will 
either have to take actions with regard to that personnel or change 
the structure or whatever we can do, but we are going to insist 
that our veterans have the best care available to them, and this is 
just one part of that. 

And I thank you again for your leadership. 

Mr. Stearns. I thank Dr. Filner. Dr. Filner is not a member of 
the subcommittee. He had asked that he could come and have an 
opening statement. I am very pleased that he did take the time. 
He has been one of the individuals instrumental in pushing this 
along, so I appreciate his comments. 

Mr. Rodriguez from Texas, you are recognized for an opening 
statement. 

OPENING STATEMENT OF HON. GIRO D. RODRIGUEZ 

Mr. Rodriguez. Thank you, Mr. Chairman. Let me first of all 
thank you also for allowing us to have this opportunity. And it is 
unfortunate that we even have to have this hearing. But I think, 
at least I recognize the value of the work that they provide, and 
I think it is just something that we need to move on as quickly as 
possible. 

I have always been frustrated with the bureaucratic system in 
terms of not only the VA but throughout, and somehow we need 
to make it more flexible and allow it to become more responsive in 
terms of the veterans that are out there, and I would hope that we 
can move on this as quickly as possible. 

Mr. Stearns. I thank my colleague; and then we are pleased to 
have as a member of the subcommittee. Dr. Snyder, who is an 
M.D., so we appreciate his comments, too. 

Dr. Snyder. I don’t have an opening statement. 
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Mr. Stearns. All right, with that, we will have the first panel, 
if they would come forward and take their seats. Our first panel 
consists of a VA witness in response to my invitation. Dr. Frances 
Murphy, the VA’s acting deputy under secretary for health. Dr. 
Murphy is accompanied by Dr. Thomas Holohan, the chief consult- 
ant of VA Patient Care Services. I understand that Dr. Holohan’s 
office is the source of what we now know as VA’s current VA policy 
on chiropractic services. 

My colleagues, without objection, I want to enter into the record 
of today’s hearing VA’s internal policy memo dated May 5, 2000 en- 
titled, “Chiropractic Care and Services,” VA Directive 2000-014. By 
unanimous consent, so ordered. 

(See p. 57.) 

Mr. Stearns. Our second panel represents a number of views 
from chiropractic professional organizations. Present today are Dr. 
Rick McMichael of the American Chiropractic Association, Dr. Mi- 
chael McLean of the International Chiropractic Association, and 
Dr. George Goodman of the Association of Chiropractic Colleges, ac- 
companied by Dr. Reed Phillips. 

So let us start with our first panel and let me thank you so much 
for you folks coming, and we appreciate your attendance. And, Dr. 
Murphy, would you like to start? You are recognized for 5 minutes. 

STATEMENT OF FRANCES M. MURPHY, ACTING DEPUTY 

UNDER SECRETARY FOR HEALTH, VETERANS HEALTH AD- 
MINISTRATION, DEPARTMENT OF VETERANS AFFAIRS; AC- 
COMPANIED BY THOMAS V. HOLOHAN, CHIEF PATIENT CARE 

SERVICES OFFICER, VETERANS HEALTH ADMINISTRATION, 

DEPARTMENT OF VETERANS AFFAIRS 

Dr. Murphy. I would like to enter the full text of my statement 
into the record; I will give a briefer statement this morning. 

Mr. Stearns. By unanimous consent, so ordered. 

Dr. Murphy. Mr. Chairman and members of the subcommittee, 
I am here today to discuss the VHA policy on provision of chiro- 
practic services for veterans. As you mentioned. Dr. Holohan is 
here accompanying me this morning. 

As you know, the Millennium Health Care Act required the 
Under Secretary for Health to consult with chiropractors and to es- 
tablish a VA-wide policy regarding the use of chiropractic treat- 
ments in the care of veterans. This Act limited chiropractic treat- 
ment to manual manipulation of the spine for treatment of such 
musculoskeletal conditions as the Secretary considers appropriate. 

VHA met vdth representatives of eight chiropractic organizations 
in February of 2000. The organizations submitted written positions 
and recommendations for VA review. 

In sum, the general common elements of the various chiropractic 
organization recommendations were for; first, full-time or contract 
employment of chiropractors in VA medical centers and satellite 
clinics; second, direct access of patients to chiropractors without re- 
ferral requirements; third, a very broad scope of practice; and 
fourth, clinical privileges, including primary evaluations which in- 
clude history and physical examinations, ordering and interpreting 
the wide variety of diagnostic tests and routine check-ups and func- 
tioning as “primary care providers.” 
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However, there were differing opinions among these organiza- 
tions concerning both direct access to care, and the definition of 
primary care. The general use of the term ‘primary care’, did not 
seem to be consistent with the definition provided by the Institute 
of Medicine for primary care in the general health community. 

VHA policy, however, allows medical centers and clinics to utilize 
chiropractic spinal manipulation therapy for musculoskeletal prob- 
lems of the spine following a referral from a VA clinician. This pol- 
icy was adopted following prolonged and detailed discussions, 
which thoroughly considered a wide number of factors, including 
requests and submitted materials of the chiropractic organizations 
and review of the available scientific evidence for use of chiroprac- 
tic therapy. 

In summary, there was insufficient data to conclude that spinal 
manipulation or chiropractic care is efficacious for non-musculo- 
skeletal conditions. There was limited data to support the efficacy 
of spinal manipulation as therapy for patients with neck pain. But 
there was sufficient evidence in the form of randomized clinical 
trials to conclude that spinal manipulation is efficacious for ther- 
apy of patients with uncomplicated low back pain. 

These data include clinical trials where manipulation was pro- 
vided by both physical therapists, osteopaths, and chiropractors 
and were not limited to chiropractic care. However, there were no 
clinical trial data to support the position that spinal manipulation 
delivered by chiropractors is more effective or less risky than spinal 
manipulation delivered by any other t 5 q)e of practitioner. 

The VA remains opposed to allowing chiropractors to act as refer- 
ring primary care physicians. Available evidence in conjunction 
with commentary and written materials provided by chiropractors 
at the joint meeting did not afford confidence that chiropractors 
have demonstrated that they function as primary providers in the 
sense of the term that is used in the general health care commu- 
nity. Primary care providers in the VA typically treat patients with 
hypertension, heart disease, diabetes, pulmonary disease, depres- 
sion, and a whole host of other complicated medical conditions. 
They are expected to diagnose and to treat conditions from upper 
respiratory infections to myocardial infarctions. The diagnosis, 
treatment, and ongoing management of these problems are not a 
part of chiropractic training and practice. 

The policy requirement for referral to chiropractic care was 
adopted because virtually all non-primary care provided in VA is 
accomplished through referrals. This is not unique to chiropractic 
care. VA does not typically provide for direct access to other types 
of consultants or contract providers. That is an important point. 
This is consistent with our overall policy of non-primary care. 

Our national policy on chiropractic care was published in May of 
2000 and local plans are now being put in place. We are collecting 
those plans and will review them to ensure consistency with na- 
tional policy. 

The policy establishes a mechanism to monitor cost, quality, and 
utilization rates of chiropractic care. We will identify and collect 
data related to the provision of chiropractic services. And we be- 
lieve that VA has taken a responsible and reasonable approach to 
the introduction of chiropractic care. Our policy was based on con- 
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sideration of the views of various chiropractic organizations. And a 
careful review of the highest quality available published evidence. 

VA does not currently have data that allow us to address the 
magnitude or geographical distribution of appropriate chiropractic 
care within our system and our current policy vrill collect that in- 
formation. 

The VISNs are beginning to implement the national chiropractic 
policy and we believe that this will allow us over the next year to 
team more about the use of chiropractic services within VHA and 
to make assessments about our policy and the level of chiropractic 
services that veterans need and deserve. 

This concludes my statement, and I am glad to respond to any 
questions. 

[The prepared statement of Dr. Murphy appears on p. 84.] 

Mr. Stearns. Thank you. Dr. Holohan, do you have an opening 
statement? 

Dr. Holohan. No, sir. 

Mr. Stearns. Okay, let me start. Dr. Murphy. I think we under- 
stood that what you are saying is you don’t feel at the moment that 
you want to implement what has been statutorily outlined in the 
Millennium HejQth Care bill and that you want to consider — to 
study it. Would that be a good characterization of what your posi- 
tion is? 

Dr. Murphy. Actually, we had interpreted 

Mr. Stearns. Your interpretation, okay. 

Dr. Murphy. We had interpreted that we had implemented the 
lemslation, which requires us to consult with chiropractors and es- 
tablish a policy. And after having collected the information from 
the chiropractic associations and reviewing the scientific literature, 
we feel that the current policy will allow referrals for chiropractic 
services. 

Mr. Stearns. Okay. 

Dr. Murphy. And allow us to address veterans’ health care 
needs. 

Mr. Stearns. Have you or Dr. Garthwaite met personally with 
the chiropractors to discuss what your pro^am is and your inter- 
pretation? And after meeting with them, did you make changes to 
your policy statement as a result of these meetings? What changes 
were they? If not, why not? 

Do you mind just pulling the microphone just a little closer, if 
you don’t mind? 

Dr. Murphy. Yes. 

Mr. Stearns. Yes. 

Dr. Murphy. The Under Secretary for Health did meet with the 
chiropractic organizations, and maybe I can ask Dr. Holohan, who 
was present today, to address that question. 

Mr. Stearns. Okay, certainly, go ahead. 

Dr. Holohan. I was with Dr. Garthwaite. We met with rep- 
resentatives of I think four or five chiropractic organizations in 
Congressman Filner’s office. 

Mr. Stearns. The question wasn’t whether you met with a Mem- 
ber of Congress but whether you initiated, from the VA office, 
reached out to the chiropractors, talked to them as the VA, sepa- 
rate from the prodding by Members of Congress. Just yes or no. 
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Dr. Holohan. Yes. 

Mr. Stearns. You did? 

Dr. Holohan. Yes, sir. 

Mr. Stearns. And did you have meetings with them 

Dr. Holohan. We had a meeting with them 

Mr. Stearns (continuing). In the VA, where did you have the 
meetings? 

Dr. Holohan. VA headquarters. 

Mr. Stearns. VA headquarters, okay. And as a result of those 
meetings, what did that tell you? 

Dr. Holohan. I am not sure how to answer the question. 

Mr. Stearns. Did you make any policy changes? 

Dr. Holohan. That was before the policy was written. 

Mr. Stearns. Oh, I see. So after the legislation passed, you have 
had no meetings with the chiropractors? 

Dr. Holohan. No, that is incorrect, sir. 

Mr. Stearns. Okay. 

Dr. Holohan. The legislation required us to develop a policy for 
chiropractic following consultation with chiropractic organizations. 
We met with the chiropractic organizations for about 3V2 hours. 

Mr. Stearns. At the Veterans’ Administration, here in 
Washington? 

Dr. Holohan. Yes, sir. 

Mr. Stearns. Okay. 

Dr. Holohan. And following that, we reviewed the available lit- 
erature, re-reviewed the written material and the oral testimony of 
the chiropractic organizations that were present, and then devel- 
oped the policy. 

Mr. Stearns. Okay, so you met with them just once, would that 
be fair to say? 

Dr. Holohan. That is correct. 

Mr. Stearns. Okay. Dr. Murphy, you mentioned osteopathic phy- 
sicians. Do they have full pauity in the VA? In other words, are 
they in the hospitals today? 

Dr. Murphy. We do have doctors of osteopathy who are VA 
employees. 

Mr. Stearns. Okay, so osteopathic physicians are given full em- 
plo 3 mient and access by veterans in our veterans’ hospitals today? 

Dr. Murphy. Yes, they are. 

Mr. Stearns. Okay. 

Dr. Murphy. And the reason is that their training, the medical 
education and their postgraduate training, is comparable to that of 
an M.D. 

Mr. Stearns. Okay, take me — ^in your estimation, maybe this is 
what I am not clear on — in your estimation, what is the difference 
between an M.D., like Dr. Snyder, and a chiropractic physician in 
terms of education, college, postgraduate work and in terms of 
their internship, in your estimation? We will certainly get it from 
the chiropractors, too. But what I see, it appears to me is that you 
have given osteopathic physicians full privileges and yet you have 
not given them to chiropractors and you sort of indicate that they 
haven’t demonstrated the right to have primary provider status be- 
cause you say it is not efficacious, what they are doing, except for 
spinal manipulation. So you have categorized into one thing. 
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So I have got two sort of broad questions. One, give me 
educationalwise what you are talking about and then give me 
therapeuticwise, because they say they can do a lot more than just 
what you are indicating, and how you came to that conclusion? 
Does that make sense? Okay. 

Dr. Murphy. Without going into great detail, M.D.s go through 
a 4-year medical school training program to obtain their Doctor of 
Medicine degree. That curriculum covers a wide range of anatomy, 
physiology, pharmacology for every organ system in the body. And 
during the last 2 years of training, they rotate through all of the 
sub-specialty and specialty areas within medicine. So their under- 
graduate training covers the broad scope of human disease and 
medical conditions. 

Then, in addition to that, every physician must undergo an in- 
ternship for a year after medical school before they would be li- 
censed to practice clinical medicine. Many physicians then go on 
and do subspecialty training or advanced training in general 
medicine. 

Osteopaths have a similar background for their medical edu- 
cation, but in addition are taught spinal manipulation techniques. 
So they have that added qualification that M.D.s don’t get during 
their routine training. They then can apply not only to the D.O. 
graduate — they can apply both to the Doctor of Osteopathy grad- 
uate medical education programs and often are accepted into the 
routine ^aduate medic^ education programs. And they are li- 
censed within every State to provide a broad range of medical care. 

Mr. Stearns. You have given us a physician and you have given 
us the osteopathic physician; are you giving us the chiropractic, 
was that included in there, what you just talked about? 

Dr. Murphy. The chiropractors don’t have that full range of 
training that we are talking about. 

Mr. Stearns. Do you know what they have? In other words, are 
you familiar with what they have? 

Dr. Murphy. To a limited degree, yes. 

Mr. Stearns. Okay, you seem to understand the physician and 
the osteopathic physician, but you don’t understand what training 
the chiropractic physician has. Am I correct in saying you don’t un- 
derstand their full training? 

Dr. Murphy. I have not experienced the chiropractic training the 
way I have personally experienced the M.D. training, but I do un- 
derstEuid that they do not have training that allows them to ad- 
dress the full range of medical conditions, provide diagnosis and 
medical treatment for that broad range of illnesses and medical 
conditions. 

Mr. Stearns. My time has expired, but. Dr. Murphy, I would 
just say in all deference to you, if you are coming up here to make 
your case, you certainly should know what the other side’s capabil- 
ity is. I think it would behoove you to fully understand it and make 
the comparison. 

Dr. Murphy. And I believe I have done that for you this 
morning. 

Mr. Stearns. If you are establishing policy and you don’t know 
what their education and their backgrounds are, I am not sure that 
you could establish policy. That is just my observation. 
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Okay, let’s see, the ranking member is here. Mr. Gutierrez is rec- 
ognized for questions for 5 minutes. 

OPENING STATEMENT OF HON. LUIS V. GUTIERREZ 

Mr. Gutierrez. Thank you, Mr. Chairman. I would ask that my 
opening statement — unanimous consent that it be introduced into 
the record. 

Mr. Stearns. By unanimous consent, so ordered. 

[The prepared statement of Congressman Gutierrez follows:] 

Prepared statement of Congressman Gutierrez 

Thank you Mr. Chairman. I want to thank you for holding this timely and impor- 
tant hearing. I also want to thank my good friend from Illinois, the ranking member 
of the Full Committee, Congressman Lane Evans, for taking the time from what 
will certainly be a busy floor day for him to share his legislative experience and vast 
knowledge regarding the chiropractic care providers and the many attempts that 
they have made to ensure entry into the VA health care system. In fact, this issue 
dates back decades its solution is certainly long overdue. 

I had hoped that with the passage of the Veterans Millenium Health Care Act 
and its requirement that the VA develop a pohcy with regard to chiropractic care 
in the VA health care system, a new AND effective VHA policy would have been 
established regarding the role of chiropractic care for veterans. Unfortunately, this 
has not been the case and I do not believe that many are pleased with the outcome 
and with the DVA chiropractic pohcy that was issued in May, 2000. In fact, there 
are serious questions are to whether or not the policy is the most appropriate or 
adequately ensures access to chiropractic care. 

On the other hand, a successful pilot program within the Department of Defense 
has helped in clarifying DOD’s relationship with chiropractors. The results of this 
program seem very encouraging. 

I believe that there is a very common understanding of a very basic premise; 
chiropractors continue to fight for the ability to provide their services to veterans 
in this country. 

I am pleased that our our invited guests will be able to address the current situa- 
tion and make specific recommendations regarding the best way to reach of solution 
to this long standing and unresolved situation. 

Mr. Chairman, again thank you for holding this hearing today. 

Mr. Gutierrez. Thank you. I had hoped that with the passage 
of the Veterans Millennium Health Care Act and its requirement 
that the VA develop a policy with regard to chiropractic care in the 
VA health care system, a new and effective VHA policy would have 
been established regarding the role of chiropractic care for veter- 
ans. Unfortunately, this has not been the case, and I do not believe 
that many are pleased with the outcome and with the DVA policy 
that was issued in May of 2000. In fact, there are serious questions 
as to whether or not the policy is most appropriate or adequately 
ensures access to chiropractic care. 

Dr. Murphy, I am discouraged with your statement, and it seems 
to leave the VA in the same place in terms of chiropractic care as 
it has been all along, that is, that it will be an extremely limited 
service, made available to perhaps a few local veterans or vocal vet- 
erans. Explain why we should have any expectation that this policy 
will yield different results than those we had before the Millen- 
nium Act was passed? 

Dr. Murphy? 

Dr. Murphy. The policy allows for referral to chiropractic care, 
either on a contract basis, which is appropriate at this time, or use 
of a purchase order. At present, since we do not know what the uti- 
lization will be within the veterans community for chiropractic 
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services, we did not feel that it was appropriate at this time to hire 
chiropractors as VA employees. 

Mr. Gutierrez. Well, how are chiropractic services going to he 
enhanced? 

Dr. Murphy. The policy lays out the procedure by which referrals 
can be made to chiropractors and gives a mandate to the local fa- 
cilities to make information available to their clinicians on the ap- 
propriate use of referrals to chiropractors and provides for edu- 
cational efforts as necessary. 

Mr. Gutierrez. For some time. Dr. Murphy, the VA has used 
State licenses to define scope of practice. This has recently been a 
matter of some debate, particularly in regards to which VA mid- 
level practitioners, such as physician assistants, nurse practition- 
ers, and optometrists have authority to prescribe medications. 
Some VA officials have argued that VA does not need to get into 
the licensing business and VA ought to conform to the licenses for 
professions in the States in which its facilities are located. Why 
would you create a different kind of policy guidance for VA use of 
chiropractors? 

Dr. Murphy. We are not. We are simply complying with the law 
that was passed, which says that the Secretary should set up a VA- 
wide policy for chiropractic treatments, to include manual manipu- 
lation of the spine for such medical conditions as the Secretary con- 
siders appropriate. 

Mr. Gutierrez. And that is it? That is the only reason anybody 
would ever visit a chiropractor? Is it? 

Dr. Murphy. We established the policy that the law described. 

Mr. Gutierrez. You established a policy. So you did limit — you 
don’t limit your doctors, do you? You don’t say a physician, an M.D. 
can only do “X?” You don’t say an optometrist can only do “X?" A 
nurse practitioner can only do “X?” But when it comes to chiroprac- 
tors, you do limit the scope of their activity, don’t you? 

Dr. Murphy. State license defines the scope of practice. 

Mr. Gutierrez. State license allows chiropractors to do a lot 
more than spinal manipulation. 

Dr. Murphy. Well, but every practitioner within the VA has 
their credentials checked and their privileges granted. 

Mr. Gutierrez. That goes back to my question then. Dr. Mur- 
phy; if there is a State license and they are licensing them for what 
they can do within a State, is that what the State says they can 
do and only that? You just said that you didn’t have a different pol- 
icy for chiropractors but then you quickly added — and I have heard 
you repeat it on several occasions here this morning — that the only 
thing that the policy establishes in the VA — and correct me if I am 
wrong — is to allow them for spinal manipulation. 

Dr. Murphy. Which is actually what the law said and what the 
scientific literature can support as their scope of practice. 

Mr. Gutierrez. Again, so you are defining differently chiroprac- 
tors from other licensed medical technicians and medical personnel 
in general? You don’t limit other people, do you? 

Dr. Holohan. Yes, sir, we do. 

Mr. Gutierrez. Tell me about it? 
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Dr. Holohan. We do not permit optometrists to do laser surgery 
on the eyeball in the VA, despite the fact that the State of Okla- 
homa license permits optometrists to do that. 

Mr. Gutierrez. That is a pretty smart policy, isn’t it? 

Dr. Holohan. We think it is reasonable amd based on the 
evidence. 

Mr. Gutierrez. I agree with you. 

Dr. Holohan. We do not 

Mr. Gutierrez. Now, that is one procedure that you don’t allow 
optometrists to perform because ophthalmologists should perform 
that, and then agree with you, at least that is the reason you are 
sa 3 dng that. But to go from there to say that chiropractors, one 
thing, spinal manipulation, and that is it, I think there is a huge 
difference between one and the other and how it is you use licens- 
ing of State requirements. 

Thank you, Mr. Chairman. 

Mr. Stearns. I thank my colleague. We are going to go first to 
the members of the subcommittee in order of their attendance and 
then, Dr. Filner, we will get to you, and then I think Dr. Snyder — 
Mr. Rodriguez was next. You are recognized. 

Mr. Rodriguez. What I gather is that you took it very — you were 
just instructed to establish a policy and that is all you have. You 
are not providing any service in that area, is that correct? 

Dr. Murphy. No, sir, that is not true. The policy provides guid- 
ance for how the chiropractic services are to be provided. 

Mr. Rodriguez. Okay, let me go beyond the policy. Have you 
done any service? 

Dr. Murphy. Yes, sir, we have. 

Mr. Rodriguez. You have. Is this wide throughout the system? 

Dr. Murphy. In fiscal year 2000 we provided a total of over 9,500 
visits to chiropractors, totaling $300,000. 

Mr. Rodriguez. I also sense that an ingrained bias that exists, 
that you might have in terms of the chiropractors. It seems like 
you have a very limited view in terms of what you see their role 
is, and I want to ask you specifically why did you decide not to hire 
them in the hospitals, for example? 

Dr. Murphy. I take exception to your statement that we are 
biased. 

Mr. Rodriguez. Okay, but I take exception to the fact that you 
haven’t been responsive, either. But go ahead. 

Dr. Murphy. We, in fact, have established a policy and have pro- 
vided a mechanism for providing chiropractic services to veterans 
through contract or purchase order. 

Mr. Rodriguez. But you also said that you had not hired — the 
decision for not hiring, what was that based on? 

Dr. Murphy. It was based on the fact that there isn’t information 
available at this point that would suggest there is a need for the 
kind of volume to hire a chiropractor in the medical centers. 

Mr. Rodriguez. So you decided not — and I gather that you just 
looked at the legislation and you keep indicating we were in- 
structed to establish a policy, so I gather we have to put some addi- 
tional language that you also have to implement that policy to a 
greater extent and we have to add additional language? 
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Dr. Murphy. No, sir, the policy has been implemented. The plans 
are in place. And I have just reported to you that care is being 
delivered. 

Mr. Rodriguez. So that from your perspective there is no prob- 
lem then? Do you have any idea as to why we are having this 
hearing? 

Dr. Murphy. I assume that you wanted an update on the 
progress that VHA has made in providing chiropractic services. 

Mr. Filner. Would you yield to me for a moment? 

Mr. Rodriguez. Yes, I yield. 

Mr. Filner. This is a conversation and a dialogue and a hearing 
which we would like to understand, and it doesn’t seem like you 
are going to provide questions — or answers, so we are going to have 
to make our own statements. But Mr. Rodriguez asked you do you 
have any idea why this hearing was held. And you got a sense from 
opening statements and what we have said already that we are 
very unhappy with the way you have supposedly implemented this 
policy. Has that gotten through to you? But you are still unclear 
why this hearing was held? 

Dr. Murphy. I didn’t say I was unclear, I said that I thought you 
wanted to review our progress. 

Mr. Filner. You said we wanted an update. We don’t want an 
update. We want to know what you are going to do to make sure 
that chiropractic services are available to our veterans. 

Dr. Murphy. And they are. 

Mr. Filner. That is what I want to know, and we haven’t had 
any of that. I will read your statement to you. You say, “We don’t 
have any knowledge yet. We see disagreement amongst the profes- 
sionals. We have asked the VISNs for their opinions.” I get here 
that you don’t have a policy, by the way, because you said you have 
asked your regional networks to provide their local plans within 
120 days. They just have come back to you, this is a year after the 
bill. So from the way I read this statement, there is no policy in 
place. Is that untrue or is it true? 

Dr. Murphy. There is a national policy in place and there are 
local policies that are either in draft or have been developed and 
implemented. 

Mr. Filner. And these 9,500 referrals are a result of this policy? 

Dr. Murphy. I can only tell you that those were the number of 
referrals that have been completed this year. 

Mr. Filner. In this year? 

Dr. Murphy. This past fiscal year. 

Mr. Filner. And you paid $300,000 for that? That is $30 a visit, 
is that — where does that money go, to the chiropractor? 

Dr. Murphy. Yes, sir. 

Mr. Filner. And you are pa 3 dng them all of $30 a visit, is that 
what I read? Am I right or wrong? I just divided the 9,500 into 
$300,000, is that wrong? 

Dr. Murphy. Those are the figures that I have. 

Mr. Filner. So am I wrong in what you have paid any individual 
chiropractor? 

Dr. Murphy. We paid the bills for the services that were 
delivered. 

Mr. Filner. There is no limit — ^you pay whatever they bill? 
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Dr. Murphy. Well, we pay reasonable charges, which is what our 
policy is for payment for purchase orders or contract care. 

Mr. Filner. I will have my turn again. I am sorry, Mr. 
Rodriguez. I appreciate the yielding. I don’t see a policy. I don’t see 
any aggressiveness in implementing it. I don’t see any understand- 
ing of it. I don’t see any proactive stance by the administration. I’m 
sorry, I yield hack. 

Mr. Rodriguez. I reclaim my time, and I don’t have any time, 
and I will close. We didn’t ask for a pilot program. We didn’t ask 
for your opinions. We asked for you to establish a specific policy 
and implement the program. 

Mr. Stearns. The gentleman’s time has expired. Dr. Snyder is 
recognized for 5 minutes. 

Dr. Snyder. Thank you, Mr. Chairman. I wanted to, being part 
of the profession, I always get apprehensive when we have these 
divisions between different groups of providers or seeing any con- 
flicts, because ultimately I think who wins is insurance companies 
and not providers or patients. But we have dealt with these things 
before at the state level, so we will have to deal with them. 

I think we have a difference of opinion here. Mr. Chairman, I 
will be frank, I don’t think this is as great as maybe it seems. I 
want to be sure — the ranking member left, but when we start talk- 
ing about the scope of chiropractic care that we expect the VA to 
establish a policy on, the statutory language put great restrictions 
on what they can do. As I read the statute, it would be illegal for 
Dr. Holohan and Dr. Murphy to establish a policy to let chiroprac- 
tors do anything more than spinal manipulation. The language of 
the statute, this is from — I assume the staff gave me the correct 
version, this is from the Public Act 106—117, and the language, it 
is very short, it says, “Not later than 120 days shall establish a pol- 
icy for the Veterans Health Care Administration regarding the role 
of chiropractic treatment in the care of veterans.” And then it de- 
fines, “For purposes of this section the term ’chiropractic treatment’ 
means the manual manipulation of the spine performed by a chiro- 
practor for the treatment of such musculoskeletal conditions as the 
Secretary considers appropriate.” 

Now, that is what you were trying to respond to to Mr. Gutier- 
rez. When you talk about it in the law, and he was saying you had 
limited it to only what the statute did. So, if I understand your per- 
spective, you were not authorized to — or maybe this is an over- 
statement, if a person saw a chiropractor for anything other than 
spinal manipulation, that was not to be part of this policy, is that 
correct? 

Dr. Murphy. We interpreted the language as being specific, be- 
cause that was Congress’ intent. We limited the policy to that be- 
cause of the way the law was written. 

Dr. Snyder. Right. 

Dr. Murphy. VA in good faith implemented the legislation that 
we were given. 

Dr. Snyder. We may bear some of the — this may not have done 
as much as our friend in the chiropractic community wanted to do 
but it may not be your problem, it may be our problem, the way 
this was drafted. And maybe this isn’t the correct drafting. 
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The issue of primary care, and I don’t have a feel, I think pri- 
mary — when people say primaiy care physician, I think that can 
mean a variety of different things, but by the statutory language 
here, there is no way a chiropractic physician could function as “a 
primary care physician” with any meaning of the word that people 
have, because they can only deal with, according to this, musculo- 
skeletal conditions, and the only treatment that they can provide 
is spinal manipulation. It seems like a much more limited role, 
more in line with a physical therapist than a primary care physi- 
cian. Is that a fair statement? 

Dr. Murphy. That is a fair statement. And, in addition, before 
treatment is indicated, there would be a full diagnostic work-up, 
taking into account the entire patient history and a physical exam- 
ination. And at that point, a treatment physician gets noted after 
the diagnostic work-up. 

Dr. Snyder. You mean after the diagnostic work-up and it is con- 
cluded that the patient has a musculoskeletal condition, chiroprac- 
tic care can be appropriated for then. 

I am running out of time. Assuming we get passed this business 
about who limited what chiropractic treatment means, my experi- 
ence as a family practitioner was that there are clearly patients 
who prefer, that like to have chiropractic treatment, and that there 
are insurance plans that cover chiropractic treatment, but they 
sometimes — often — will require a referral. They don’t always do, 
but they sometimes did. I don’t know what the situation is now be- 
cause I am a bit removed from it. But I always thought I had a 
good relationship, if a patient came in and said, “I am having this 
problem, I would like a referral to my chiropractic physician,” that 
I didn’t have any problem, we would refer them and they would 
sometimes share their x rays with me, that kind of relationship. 

It seems that one of the problems that we have here is if you 
have like 9,000 visits or something, that that patient choice option 
isn’t coming out very well under the policy as adopted. What do 
you foresee happening over the next year or two? Do you see fore- 
see that throughout the United States that we will come up with 
policies where if a patient goes in, has a back problem or a neck 
problem, perhaps a chronic thing that they have on the outside 
world paid for chiropractic services, that they would be able to say 
to their VA primary care doctor, ‘This thing has flared up again,” 
or call up, “This thing has flared up again, could I get a referral 
to the chiropractor that you all contract with,” do you foresee that 
that is the kind of thing that will occur? Or is it going to be so re- 
stricted and so limited as not at all to get close to what the advo- 
cates on this committee and in the chiropractic community, more 
importantly veterans who prefer chiropractic care, would like to 
have? What do you see coming down the line? 

Dr. Murphy. We have opened the option for any physician within 
the VA to refer to a chiropractor for spinal manipulation for mus- 
culoskeletal conditions. And that would be based on a frank discus- 
sion about the patient’s preferences and the need, based on the in- 
dividual veteran’s diagnosis. This is not a restrictive policy. In fact, 
it is a very open policy that allows referral to a chiropractor for ap- 
propriate care. 
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The other thing that will occur over the next year that will in- 
crease the number of referrals to chiropractors is VHA’s mandate 
that information and education be provided to our health care pro- 
viders that will allow them to understand when a chiropractic re- 
ferral might be appropriate and to facilitate inclusion of chiropratic 
into their treatment regimens. 

Dr. Snyder. Okay. Thank you, Mr. Chairman. 

Dr. Holohan. Mr. Chairman, can I add something to the 
response? 

Mr. Stearns. Sure. Sure, go ahead. 

Dr. Holohan. I think if you carefully read the background state- 
ment that went with this policy, you will see that the VA panel 
that reviewed all this believed that there is good quality, objective 
evidence that manipulation is a useful technique in some cases of 
spine — certainly, low back, possibly neck — musculoskeletal condi- 
tions. I can make this available, if you wish. The International 
Journal of Technology Assessment just published a 4-year study by 
the Swedish Institute for Technology Assessment, done in conjunc- 
tion with the Karolinska Institute, where they reviewed 25,000 
published papers on the treatment of back pain and concluded that 
for chronic back pain, certainly spinal manipulation, although not 
specifically chiropractic, spinal manipulation as a general term is 
a useful technique and is supported by the evidence. 
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(A summary of the International Journal report follows:) 

Technology assessment reports 

of most importance to the health service. A list of the entire series to date, together with the 
full text and full executive summaries, is available on the Internet at http;//www.ncchta.org. 


REPORTS FROM THE SWEDISH COUNCIL ON TECHNOLOGY 
ASSESSMENT IN HEALTH CARE 

Back Pain 


Pain is a signal that something is wrong. Reganlless of its location, pain should be investi- 
gated to confirm or eliminate its association with a specific cause or serious disorder. 

Although pain in the low back or neck affects most people at some time during their 
lives, it is seldom a sign of serious illness. In some people, the effects are more severe 
and more frequent, but most experience mild effects and only occasionally. Few experience 
constant, persistent pain. 

Research seldom explains why or how pain in the low back or neck originates, or how 
long it will last, i.e., whether it is acute and temporary or will remain a chronic problem. It 
can result from different, but perhaps associated, factors. The relationship of these factors 
often remains unknown. Although it is not always possible to cure back pain, treatment 
methods are available that can effectively relieve pain in most people. 

Numerous studies have analyzed whether factors related to the individual, e.g., gender, 
age, body length, weight, anatomic changes in the spine, and smoking, correlate in any way 
with back pain. The data currently available do not reveal any specific individual risk factors 
for back pain. Most studies find no differences in the risk for back pain, neither between 
men and women nor among individuals of different height, weight, etc. The only exception 
would be sciatica resulting from herniated discs, a disorder that appears more frequently in 
people aged 40 to 45 years. 

Heavy physical labor and poor working environments are often cited as reasons for 
back pain. Many studies also report a clear correlation between reported low back problems 
and heavy lifting or working positions in which the back is bent or twisted repeatedly and 
over a longer period of time. This also includes "shaky” vehicles such as forklifts, trucks, 
and tractors. As regards neck problems, studies have found a clear association between 
repetitive, monotonous work and fixed working positions. Neck and low back problems 
are also associated with poor psychosocial conditions in private life and the workplace, 
including poor work satisfaction. 

Pain in the neck or low back can influence functional capacity and cause worry, anx- 
iety, and depression. It has been known for some time that this, in mm, can amplify the 
perception of pain, but only recently have psychological factors been viewed as a link in 
the causal chain underlying the occurrence and persistence of neck and low back prob- 
lems. There is well-documented scientific evidence that numerous psychological factors 
can influence the development and persistence of acute and chronic pain in the neck and 
low back. These problems occur because mental state, feelings, and behavior are partly 
dependent on factors such as work demands, time pressure, monotonous work, a low level 
of influence over the situation, poor social support, experienced pain, stress, worry, and 
anxiety. 

Despite the insight on the important roles of these factors, research has contributed little 
by way of studies to assess preventive interventions against back pain. The studies that have 
been conducted in the field have focused primarily on rather narrowly defined preventive 

IhTTL. J, OF TECHNOLOGV ASSESSMENT IN HEALTH CARE 1 6:3, 2000 929 
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Technology assessment reports 

measures such as ergonomic methods, physical exercise, education on back anatomy, various 
supportive devices for the lumbar spine, and interventions to influence smoking, obesity, 
and certain psychosocial factors. The results of these studies are discouraging in the sense 
that most of the preventive measures stuthed are shown to be ineffective. The only exception 
is moderate but regular physical training or exercise, where the results of several studies 
show good effects. 

There are many different methods to treat back and neck pain. Naturally, for both the 
caregiver and the person with pain, it is important to know which methods can help and 
which methods have been shown by scientific studies to have no effect Far from all methods 
have been studied scientifically in terms of patient outcomes. This review presents what we 
know and what we do not know about the effects of different treatment methods, based on 
comparative studies found in the international scientific literature. 

PROJECT 

During the late 1980s, the Swedish Council on Technology Assessment in Health Care 
(SBU) initiated a project on the diagnosis and treatment of back pain. The project report, 
published in 1991, was well received. 

Since then, the body of scientific literature on back pain has expanded greatly. For ex- 
ample, when the previous report was published, the project group had identified around 
6,000 studies, whereof approximately 100 were randomized controlled studies. Today, 
approximately 25,000 studies on back and neck pain have been identified, whereof ap- 
proximately 1,000 are randomized and/or controlled studies. Methods for searching and 
classifying scientific literature and methods for assessing the weight of the evidence pre- 
sented have also advanced and have improved substantially during the past decade. 

Approximately 4 years ago, SBU appointed an international project group of 1 3 people 
who were charged with complementing the previous report with results from scientific 
studies published during the 1 990s. Approximately 80% of the studies referenced in this 
report have been published since the previous report was completed. The current SBU report 
consists of two volumes. 

The first volume addresses how the work simalion and social, psychological, and indi- 
vidual factors can influence back pain. It also discusses what is known about the origins of 
pain, the potential for preventing back pain, and bow often it appears in different populations 
and age groups. 

The second volume presents scientific facts on the results of conservative, surgical, and 
psychological treatment methods and the cost-effectiveness of various treatment methods. 
Volume 2 also presents an estimate of the total socioeconomic costs for neck and low back 
pain and a comparison of different social insurance systems. 

THE SCIENTIFIC UtTERATURE 

Many of the studies available present only descriptions, perspectives, and opinions about 
the causes of the problem and discuss what can be done by way of cure, relief, and rehabili- 
tation. Others present data from comparative studies on the outcomes of different treatment 
methods. 

The group working with this review selected around 2,000 studies that they found to 
present relatively strong scientific evidence on difTereoi issues concerning back pain. Each 
chapter of the report describes how the literature was selected for that chapter. 

In most chapters on treatment methods, the studies selected were limited to randomized 
controlled studies, i.e., studies where patients were randomly allocated to different types of 
treatment to analyze whether the treatment had effects, and if so. which treatment yielded the 

930 INTL. J. OF TECHNOLOGY ASSESSMENT IN HEALTH CARE 16:3, 2000 
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best results. This methodology is the most reliable for assessing the outcome of tieatment, 
even if it is not completely objective and may somewhat limit the conclusions. 

All studies that use this methodology are, however, not equally strong scientifically. 
Therefore, each study was graded according to the strength of the scientific evidence. This 
was done as objectively as possible with the help of different protocols for grading the 
quality of the scientific assessments. However, in all chapters it was not possible to follow 
exactly the same procedure to grade the evidence of studies. As a rule, however, the studies 
were classified into groups that reflect: a) strong scientific evidence; b) moderate evidence; 
c) limited evidence; and d) no scientific evidence. 

Studies classified into group A offer strong scienbfic evidence thata particular treatment 
has good effects or strong .scientific evidence that a particular treatment in randomized 
controlled studies is shown to be ineffective and has no positive effects on a patient’s back 
problems. The same applies to studies in groups B and C, i.e., that moderate or limited 
evidence is available to show the effectiveness or ineffectiveness of a particular treatment. 
Finally, placement in group D means that no studies are available that meet the standards 
for good scientific quality. 

A summary of the results from the literature search is presented below. 


DIAGNOSING PAIN IN THE NECK AND LOW BACK 

Thorough, systematic anamnesis and physical examination are a good foundation for diag- 
nosing back pain, according to many studies reflecting moderate evidence (B). Furthermore, 
many studies show that the caregiver’s involvement and ability to listen to the patient’s 
concerns — not only about pain and its localization but also about the consequences of 
pain and how it is dealt with — are essential to good diagnosis. Along with the anamnesis 
and physical examination, listening and talking allow the patient and caregiver to reach 
agreement on the best treatment. In most cases, this is a sufficient basis for developing a 
treatment strategy. It is also sufficient for identifying the few cases that must be referred 
for further investigation when a specific cause or serious disease may be responsible for the 
pain. 

If pain persists for 3 to 4 weeks, further investigation should be carried out using one of 
the validated questionnaires that are available, which can identify other relevant problems, 
e.g., in the work environment or the psychosocial situation in general (B). 

Basic x-ray examination seldom provides guidance in diagnoses, except in cases where 
specific trauma or serious disease is suspected. As a rule, computed tomography (CT) and 
magnetic resonance imaging (MRI) studies do not identify where pain is located, except in 
patients where specific disease is suspeaed. A herniated disk pressing on a nerve root can 
cause severe sciatica. This condition can be visualized and confirmed by CT or MRI. 

The advantage of CT examination is that the procedure is noninvasive, and MRI exami- 
nation does not involve aradiatjon risk. However, false positive findings are a risk associated 
with this type of study. This risk is substantial, both regarding herniated disks and changes 
in disks resulting from aging or constriction in die spinal and root canals, which appear in 
approximately 40% to 50% of symptom-free individuals. 

Only limited evidence is available for many other diagnostic methods and their benefits 
(C). This applies to measurement of range of motion, muscle strength and condition, facet 
joint or nerve root blockatifis, spectrometry, diskography, electromyography or neurophys- 
iology studies, and radiographic measurement of segmental movements and various spinal 
diameters. 

Moderate evidence (B) sugge.sts that tomography and ultrasound studies do not con- 
tribute information toward establishing a diagnosis. 
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CONSERVATIVE TREATMENT OF ACUTE AND CHRONIC LOW 
BACK PAIN 

Conservative treatment refers basically to all nonsurgical treatment methods, excluding 
psychological treatment (discussed separately below). Conservative tr eatment methods in- 
clude drugs, acupuncture, injections of various types, back exercises, back school, manual 
treatment, manipulation, physical methods, traction, corsets, transcutaneous electrical nerve 
stimulation (TENS), behavioral therapy, multidisciplinary treatment, biofeedback, rest, and 
activation. Appendix 1 to this summary presents an overview of the effects of various treat- 
ment methods. Here, the only conclusions presented on conservative treatment methods are 
those supported by strong evidence (A). However, the treatment methods graded as B-level 
evidence are also supported by relatively good scientific documentation (Appendix 1). 

For acute low back pain, there is strong evidence (A) that: 

' Continuing with normal activities results in faster recovery and fewer chronic functional disorders; 

• Anti-inflammalory and muscle relaxant drugs offer effective pain relief for uncomplicated, acute, 
low back pain (however, these drugs have some side effects); 

■ Bed rest is not effective treatment for acute low back pain; and 

■ Exercises involving bending, traction, aerobics, and stretching do not effectively cure acute low 
back pain. 

For chronic low back pain, there is strong evidence (A) that: 

• Manual treatment/manipulation, back training, and multidisciplinary treatment are effective in re- 
lieving pain; and 

■ Intensive treatment at a heal th resort reduces pain in the short term for elderly patients (over 60 years 
of age) with chronic low back problems. ' 


CONSERVATIVE TREATMENT OF ACUTE AND CHRONIC 
NECK PAIN 

Conventional treatment methods that are normally used to treat neck pain are largely similar 
to those used to treat low back problems. The ireaimenl methods reviewed in this report in- 
clude drugs, physical training, manual treatment, massage, body exercises, muscle training, 
heat packs, ergonomic counseling, traction, acupuncture, TENS .electromagnetic treatment, 
magnet therapy, patient education, behavioral therapy, steroid injections, and treatment in- 
volving neck collars, infrared light, ultrasound, lasers, cooling spray, and stretching. 

Only a few studies in this field are of high scientific quality. In summary, only moderate 
or limited evidence is available to show that any of the treatment methods are effective 
in treating acute or chronic neck pain. However, there is strong evidence to show that 
acupuncture is not an effective method in treating chronic neck pain (A). 

SURGICAL TREATMENT 

When assessing the results of surgical treatment, the importance of weighing the risks and 
benefits of inlervention increases. 

Low Back Pain 

Surgery for low back pain usually involves treating herniated disks in patients with sciatica, 
reducing pressure on painful nerve roots, or treating degenerative disk disease (which is a 
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common age-related syndrome) where surgery is used to reduce pressure and/or stabilize 
vertebrae through fusion. Numerous surgical methods are used to treat herniated disks, e.g., 
with or without the help of lasers or microscopes, or through minimally invasive surgery. 
There is no scientific evidence to show that these surgical methods would yield better results 
or fewer serious complications than conventional surgery (D). 

The reviewed studies reveal many raethodologic deficiencies, mainly the studies on 
surgery for degenerative disk disorders aimed at measuring outcomes (which were often 
based on rough estimates by either the surgeons themselves or by patients who underwent 
surgery). 

There is limited evidence on the outcome of surgery for herniated disks, but there is 
strong indirect evidence on its effectiveness. The randomized studies that were reviewed 
showed herniated disk surgery to be more effective than chemonucleolysis (A), which, 
in turn, was shown to be more effective than placebo (A). Chemonucleolysis is an al- 
ternative to surgery and involves using the chymopapain enzyme to chemically dissolve 
the soft nucleus of the disk. The results of surgery are inferior to those from chemo- 
nucleolysis. 

Several surgical fusion methods are available to treat degenerative disk disorders or 
spinal stenosis, but there is no consensus on the definition and importance of spinal “insta- 
bility.” No randomized controlled studies compare the effects of fusion with conventional 
treatment, placebo, or with the natural course of degenerative disk disease. There is no 
scientific evidence on the results from this type of surgery (D). 

Neck Pain 

The studies reviewed address the surgical treatment of chronic pain resulting from whiplash 
injuries, herniated disks, or spondylosis. 

Only one randomized controlled study was found on surgery for spondylosis, with or 
without herniated disk involvemem. This study reported no advantages from surgery (B). 
Regarding whiplash injuries, there is no evidence that surgery is superior to conservative 
treatment. 

PSYCHOLOGICAL TREATMENT METHODS 

Psychological treatment methods are used to complement other treatment and are often 
included as part of the increasingly common multidimensional pain treatment programs. 
Cognitive behavioral therapy focuses on managing the problems, feelings, thoughts, and 
behaviors that pain and functional disabilities may cause. 

Many randomized controlled studies have addressed cognitive behavioral therapy. Al- 
though it is difficult to assess the specific impact of cognitive behavioral therapy in multidi- 
mensional programs, studies show that programs that include this type of treatment achieve 
better results than other types of treatment in patients with chronic back problems (A). This 
particularly applies to treatment effects on anxiety, physical function, and medication use. 

INFLUENCE OF SOCIAL FACTORS 

Social factors that have been reviewed include: the role of culture and family; the influence 
of unemployment on the consequences of back pain, its intensity, and duration; the role of 
access to social welfare payments and early pensions; and the importance of relations with 
work colleagues and the degree of work satisfaction in this context. 

Neck and back pain occur in all societies, but cultural groups differ in how (hey perceive 
symptoms and react to them. No scientific evidence shows that genetic factors play a role 
in the occurrence of back pain, except possibly in disk aging. 
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Many studies show that poor social conditions are closely associated with poor general 
health status, including back pain. Regarding back problems as a risk factor for unemploy- 
ment and early retirement, several studies clearly show conflicting results without a clear 
cause-and-effect relationship. Rather, it appears that age, psychological factors, and access 
to insurance are important explanatory variables in this context 

Several studies show that neck and back pain are not always isolated clinical problems 
but arc often associated with other pain, other diseases, stress-related symptoms, and work- 
related or other social problems. Scientific evidence shows,' for example, that negative 
psychosocial aspects in working life, such as poor work satisfaction and poor relationships 
with others, are associated with higher reporting of neck and back problems. There are no 
conflimed biological mechanisms that can explain how psychosocial factors would cause 
back pain, nor any evidence of a direct causal relationship. 

In summary, there is extensive but scientifically weak evidence that social factors can 
influence the tendency to recogniae back pain and that they can influence attitudes toward 
pain, hmctional disabilities, absenteeism, and early retirement. Some of these facton can 
be rather powerful and, at least in some atuations, may have a greater impact on the back 
or neck than physical problems. 

HEALTH ECONOMIC ASPECTS 

The total socioeconomic costs associated with back pain in 1995 were 29.4 billion Swedish 
kronors (SEK). Most of these costs. SEK 27 billion, were costs for sick leave and early 
retirement attributed to back pain. The remaining sum of SEK 2.4 billion represents the 
direct costs to health services, including physician visits, diagnostic studies, drugs, surgery, 
hospitalization, etc. 

The direct cost to health care increased by 35% firom 1987 to 1995. The overwhelming 
share of the increases in these direct costs can be attributed to a doubling of the costs 
for physiotherapy from 1987 to 1995. In fixed prices, these costs increased from SEK 
435 million in 1987 to SEK 950 million in 1995. 

Studies on the cost-effectiveness of various treatment methods were reviewed in de- 
veloping this report. These studies addressed, for example, preventive programs involving 
physiotherapy, education, back school, workplace adaptation, early activation, manipula- 
tion, exercises, and various types of surgery. The re'view shows it is not possible to draw 
reliable conclusions on the cost-effectiveness of any treatment method. 

ROLE OF PRIMARY CARE 

Many earlier reviews from different countries have led to evidence-based guidelines for 
care of patients with back pain. These have focused on primary care. 

The scientific studies currently available show that the interventions provided within 
primary care are the only ones needed by most patients with back problems. These studies 
also show that a primary care physician’s most important task is not to intervene unneces- 
sarily. Subjecting a patient to ineffective examinations and treatments carries the risk that 
the patient’s back problem can develop into a chronic, lifelong disorder. 

In primary care, the consultation itself offers a major opportunity to influence both 
the acute and the more long-term course of back problems. An essential aspect of the 
consultation is the involvement of the caregiver and the ability to work with and listen to 
the patient’s perceptions on back pain, mainly how it impacts on daily life. The opportunity 
for the physician and the patient to arrive at a common understanding about the nature and 
course of back pain is of major importance for the prognosis and is highly dependent on a 
good patient-doctor relationship. 
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CONCLUSIONS 

• Pain in the low back and neck is common. Low back pain aifects op to 80% of ail people at some 
time during life, and neck pain affects up to 50% of the population. In the overwhelming majority 
of people, back pain does not signal a serious disease or suggest that one should avoid normal 
daily activities. On the contrary, scientific studies show that healing is promoted by slaying active, 
returning to work, and exercising at an appropriiUe and increasing intensity. 

• A thorough anamnesis and physical examination is important for relieving anxiety about the conse- 
quences of pain and sufficient for identifying the patients who should be referred to another specialist 
for examination and treatment (e.g., due to severe ir^ection. specific rheumatic disease, suspected 
cancer, or other serious conditions). 

• For most people with back pain, the Interventions that can be offered in primary care are the only 
ones needed. 'Hie physician's attitude and ability to listen to and express empathy with the patient 
is important for achieving a common understanding with the patient concerning which treatment 
strategies would be effective. This also has importance for the future course of back pain and 
compliance with treatment advice. 

• Back pain and its consequences are not isolated physical problems but are associated with other con- 
ditions such as social, psychological, and workplace-related factors. These factors (e.g., stress, wony, 
and anxiety) — along with the patient’s own percepbons on and ability to manage the problem — 
can have a decisive impact on the transition from acute to more chronic pain. Tnc obvious role 
of psychosocial factors in this respect suggests that such factors should be considered an integral 
part of back pain in relation to preventive efforts, in the initial phase of treatment and later during 
rehabilitation. 

• Knowledge on how to prevent back pain is not directly deheient, but has been applied and assessed 
to a surprisingly small degree. The knowledge cunently available should be applied and thoroughly 
assessed. 

• The relatively large resources that have been invested locally, regionally, and nationally to prevent 
and rehabilitate back problems, including interventions to improve the work environment, should 
be subject to systematic assessment based on current knowledge about the effects of various inter- 
ventions. The sporadic research on prevention and rehabilitation of back problems should also be 
assessed in terms of its relevance and scientific quality. 

• Many treatment methods are currently used, but there is little scientific evidence on their benefiis. 
Somc treatment methods are used despite scientific evidence showing that they do not benefit 
the patient. The appropriateness of subsidizing ineffective treatments with public funds should be 
investigated. 

• The primary focus concerning back pain should be on the pain itself and on the human suffering it 
involves. Furthermore, back pain has an extensive economic impact on the individual and society. 
The direct healthcare costs and the costs resulting from sick leave and early retirement due to back 
pain reach an annual sum that is over three times higher than the conesponding costs for all cancer 
diseases. Against this background, it is remarkable that research on back pain, particularly research 
related to prevention, pain relief, and rehabilitation, is relatively limited in scope. Agencies that 
have responsibility for and interest in effectively managing back problems should lake initiatives 
to stimulate and focus research in this field and disseminate information that is currently available, 
such as in this report. 


APPENDIX 1 

Treatment Methods: An Overview of the Results 

Level A: Strong evidence — findings concur in several, randomized, controlled studies of high quality. 
Level B: Moderate evidence — findings concur in one randomized, controlled study of high quality 
and one or more randomized, controlled studies of low quality, or findings concur in several studies 
of low quality. 
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Level C: Limited evidence — based on one randomised controlled study (of high quality or low quality) 
or contiadiciory findings in several studies. 

Level D; No evidence — no randomized controlled studies or other types of studies of satisfactory 
scientific quality. 


CONSERVATIVE TREATMENT METHODS FOR LOW BACK PAIN 
Medication 

Strong scientific evidence shows that muscle rtlaxanis. (e.g., benzodiazepines) and anii-inflammaiOTy 
drugs (NS AlDs) relieve pain in patients with acute and subacute low back problems, i.e., problems that 
have existed up to 3 weeks or up to 12 weeks (A). However, anii-infiammatory drugs can have serious 
side effects, particularly in elderly people, ar^ muscle relaxants can cause tiredness and dependency, 
even after short-term use. Furthermore, there is moderate scientific evidence (hat paracetamol is 
effective in relieving acute low back pain (B). 

Limited scientific evidence suggests that these drugs are effective in treating chronic low back 
pain (C). For example, only one study was fourKi that compared the effects of muscle relaxants with 
the ejects of placebo (i.e., no active ireatmeni), but no such studies address analgesics and NSAIDs 
in people with chronic low back problems. 

There are no studies on the effects of antidepressants in treating acute low back problems (D). 
However, moderate evidence suggests that these drugs do not have any effect on pain and mobility in 
patients with chronic low back disorders (B). 

Studies show that only limited evidence supports the treatment effects of colchicine (medication 
for gout) and cortisone in tablet form (system steroids) on acute low back pain (C). Serious side 
effects have been reported for colchicine, but for system steroids such side effects accompany only 
long-term use. 

Injections 

Several different types of injections are used at limes to treat both acute and chronic back problems. 
The injections reviewed were epidural steroid injections (i.e., injections in the spinal cord canal), 
injections in trigger points and ligaments, and injections in facet joints (small joints in the vertebral 
column). 

Limited evidence suggests that ^idural steroid injections are more effective than placebo for 
acute and chronic low back problems involving nerve root pain (C). There arc no studies addressing 
the effects of these injections on acute low back problems without nerve root pain (D). However, 
moderate evidence suggests that these injections do not have any effects on chronic low back pain 
without root symptoms (B). 

There is no evidence on the effects of injections in trigger points, ligaments, or facet joints (D). 

Back School 

There is limited evidence on the effects of back school on chronic and acute low back problems (C). 

Transcutaneous Electrical Nerve Stimulation 

There is limited evidence on the effects of TENS on acuie and chronic low back problems (C). 

Traction 

Limited evidence suggests that traction is effective in treating acute low back problems (C). However, 
strong evidence shows that il is not effective in treating chronic low back problems (A). 

Acupuncture 

There is no evidence on the effects of acupuncture in treating acme low back pain (D). However, 
limited evidence suggests that acupuncture is effective in treating chronic low back pain (C). 
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Physical Treatment Methods 

There is no evidence on the effects of co)d, heat, short-wave diathermy, massage, or ultrasound in 
ireaiing acute low back problems (D). 

Low Back Corsets and Other Supportive Devices 

There is no evidence on the effects of different types of supportive devices in treating acute low back 
problems (D), and limited evidence regarding their effects on chronic low back problems (C). 

Back Exercises/Back Training 

Strong evidence shows that back training is effective treatment for chronic low back pain (A). There 
is also strong evidence that most types of specific back exercises (e.g., bending, traction, aerobic 
training, strength training, and stretching) are not more effective than other interventions in treating 
acute low back pain (A). 

Manual Therapy (Manipulation and Mobilization) 

Strong evidence shows that manipulation provides short-term pain relief for chronic low back problems 
(A) and moderate evidence that it has corresponding effects on acute low back pain (B). There is also 
moderate evidence that manipulation provides bet^ short-term relief ffom chronic low back pain 
compared to routine care from a general practitioner, bed rest, analgesics, or massage (B). Limited 
evidence suggests that manipulation is more effective than physiotherapy or drugs in relieving acute 
low back pain (C). The long-term effects of manipulation are supported only by limited evidence (C). 
There is a small but serious risk for neurologic complications from manipulation therapy in patients 
with progressive neurologic dcficiL 

Behavioral Therapy 

There is limited evidence that behavioral therapy is effective in treating acute low back pain (C), but 
moderate evidence concerning its effects on chronic low back pain (B). 

Multidisciplinary Treatment 

Strong evidence shows that multidisciplinary treatment is effective in pain relief and functional im- 
provement for patients with long-term and severe chronic low back pain (A). 

Biofeedback 

Moderate evidence suggests that £MG-based biofeedback is not effective in treating chronic low back 
problems (B). 

Health Resorts 

Strong evidence shows that intensive ireaimeni at a health resort reduces short-term pain in elderly 
patients with chronic low back problems (A). 

Bed Rest 

Strong scientific evidence shows that bed rest js not an effective way to treat acute low back pain (A). 
The previous perception that 1 to 2 days of bed rest is effective in treating uncomplicated, acute low 
back pain has been rejected in scientific studies. Extended bed rest may cause complications such as 
joint stiffness, muscle atrophy, osteoporosis, pressure sores, and thromboembolism. 

Continued Activity 

Strong scientific evidence shows that a gradual reactivation of patients suffering from subacute low 
back pain, in combination with treatment of pain bdiavior, helps reduce chronic functional problems 
and sick leave from work (A). 
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CONSERVATIVE TREATMENT METHODS FOR NECK PAIN 
Laser Treatment 

There is limited evidence on the effects of laser treatment for acute and chronic neck pain (C). 

Infrared Light 

There is only limited evidence that infrared light has any effect at all on acute neck pain (C). 

Electromagnetic Therapy 

There is only limited evidence supporting the effectiveness of electromagnetic therapy in treating 
acute neck pain (C). 

TENS 

There is only limited evidence on the effects of TENS in treating acute neck pain (C). 

Steroid Injections 

Limited evidence suggests that steroid injections are not effective in treating neck pain (C). 

Acupuncture 

There is no evidence on the effects of acupuncture in treating acute neck pain (D). However, strong 
evidence shows that acupuncture is not effective treatment for chronic neck pain (A). 

Traction 

Limited evidence suggests that traction is not effective in treating acute neck pain (C), and moderate 
evidence suggests that it is not effective in chronic neck pain (B). 

Cooling Spray and Stretching 

Only one controlled study on patients with acute neck pain addressed the effects of cooling spray 
combined with passive stretching— a common treatment method in sports medicine. The study is of 
low scientific quality and showed no differences in outcome between active treatment and placebo 
(C), 

Neck Support 

Limited evidence suggests that a neck collar is not effective in treating acute or chronic neck pain (C). 

Manual Therapy 

There is only limited evidence on the effects of separate manual therapy for acute neck pain (C), 
but moderate evidence on its effects when manual therapy is applied as one of several methods in a 
L-eatment program for acute neck problems (B). Regarding chronic neck pain, strong evidence shows 
that manipulation is not more effective than physiotherapy methods (A), and moderate evidence 
suggests that manipulation is not effective treatment for chronic neck pain (B). 

Other Types of Physiotherapy (Massage, Body Movements, 
and Instruction) 

Strong evidence shows that these physiotherapy methods are not more effective in treating chronic 
reck pain than are alternative forms of treatment (e.g., group exercises, manual therapy, and routine 
care from a general practitioner) (A). 

Patient Education 

Limited evidence suggests that various types of instruction help reduce acute neck pain (C). 
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Behavioral Therapy 

Umiled evidence suggests that behavioral therapy is effective in treating chronic neck pain (C), 
Medication 

There is limited evidence on the effects of pain-relieving drugs in treating acute neck pain (C) and 
limited evidence that muscle relaxents are effective in treating chronic neck pain (C). 

Physical Training 

Moderate evidence suggests that active training is more effective than passive methods (e.g., massage, 
heat therapy, and stretching) in treating acute neck pain (B). 


SURGICAL METHODS 

Strong indirect evidence shows that surgical resection of herniated discs in patients with several weeks 
of pronounced lumbar root pain is effective (more effective than chcmonucleosis, which in turn is 
more effective than placebo) (A). However, moderate evidence suggests that corresponding surgery 
is not effective in treating neck problems (B). There is no evidence concerning the effects of fusion 
surgery in treating chronic pain in the low back or neck (D). 


PSYCHOLOGICAL TREATMENT METHODS 

Strong evidence shows that cognitive behavioral therapy (CBT) reduces problems in patients with 
chronic back pain (A). The effects mainly involve psychological and physiological functions, pain, 
and medication use. Limited evidence suggests that CBT influences the patient’s return to work (C). 
There is no evidence on the effects of CBT in treating acute back or neck problems (D). 


Advanced Home Health Care 


Advanced home health care was introduced in Sweden 20 years ago as an aitemative to 
hospitalization. The basic intent behind advanced home health care is to offer patients and 
family an aitemative to hospitalization, which would enhance the quality of care for all 
parties. Naturally, many patients prefer care at home where they can retain their integrity 
and be close to family, particularly during the severe stages of disease near the end of life. A 
survey by the Federation of Swedish County Councils in 1998 showed that a large majority 
of the interviewees preferred to receive care at home. 

The percentage of elderly in the population has increased steadily during the final 
decades of the 1900s. As the risk for disease increases with age. so does the number of 
individuals in the population with health disorden. Furthermore, less invasive methods 
have enabled providers to offer a wider range of technological and medical interventions, 
even to those in the higher age groups. Healthcare finances have become increasingly 
strained, which has led to a reduction in the number of inpatient beds. To compensate 
for bed reductions, home health care has been extended as a less expensive alternative to 
hospitalization. 

Given the situation described above, there is a risk that the original concepts underlying 
home health care, i.e., free choice and quality care, will be overshadowed. There is a risk that 
patients will be referred to home health services without freely choosing this aitemative and 
without being assured of quality care. Family members may feel overloaded and anxious. 
Furthermore, there is concern that even advanced long-term care, e.g., for advanced dementia 
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Dr. Holohan. And our approach, not just for chiropractic but for 
all care — cardiology, oncology, et cetera — is that we should provide 
care that is supported by good quality evidence. And we think we 
have done so. 

Dr. Snyder. May I follow up, Mr. Chairman? 

Mr. Stearns. Say again? 

Dr. Snyder. May I follow up? 

Mr. Stearns. Sure. Are you asking unanimous consent for an ad- 
ditional minute? 

Dr. Snyder. Okay, I do. 

Mr. Stearns. So done, sure. 

Dr. Snyder. But you make the point that I think would concern 
those veterans who want care, that — you acknowledge that it may 
have an appropriate role 

Dr. Holohan. Yes, sir. 

Dr. Snyder (continuing). There is nothing off the wall about a 
patient coming in and requesting chiropractic care. I think part of 
the burden is going to be, though, if you are waiting for all your 
VA M.D.s and D.O.’s to come to the point that, yes, we are now 
ready to write a prescription for chiropractic care, I don’t think it 
is going to happen. I think the way it comes about is the patient 
comes in and says, “I want to see a chiropractor.” And there is 
going to need to be an understanding that, well, there is tension 
between these professions but that for this particular purpose, 
there is nothing off the wall about a patient making that request 
and that the VA I assume is moving towards being accommodating 
on that. 

I am more patient, I guess, than some members of the commit- 
tee, Dr. Murphy, on a new policy with the language you were 
given. But I would hope — my guess is 9,000 in the last year does 
not reflect the potential demand out there amongst veterans who 
have chronic neck and back conditions. 

Thank you, Mr. Chairman. 

Dr. Holohan. Well, that is one of the reasons we are providing 
educational material to both practitioners and patients, and that 
educational material was provided by chiropractic organizations, 
not by VA clinicians. 

Dr. Snyder. Thank you. 

Mr. Stearns. The gentleman’s time has expired. The gentleman 
from Mississippi, Mr. Shows, is recognized. 

Mr. Shows. I don’t have any questions. 

Mr. Stearns. Okay. Mr. Moran? 

Mr. Moran. No questions. 

Mr. Stearns. Okay. Mr. Peterson? Dr. Filner is recognized for 5 
minutes. 

Mr. Filner. Thank you. I think Dr. Snyder rightfully pointed to 
a problem in the drafting that probably should be corrected. My 
only response, though, on behalf of the veterans is that if the VA 
was sincerely interested in providing this kind of service and came 
back to us and said, “You know, you have given us something that 
was badly drafted, it is so limiting, therefore, why don’t you change 
the language a little bit?” And we have a correction. That is, rather 
than saying to us, “Well, you have limited us by your language, 
and therefore, we are just going to adopt whatever you said.” In a 
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true dialogue and discussion and commitment of people, they would 
say, “You know, there is something wrong with this definition, and 
let’s change it,” and then work together to provide services. 

So I see that as a problem that we can correct. But I also see 
it as evidence of resistance. That is, rather than say, “We could do 
a better job if we had a better definition,” nobody came to us to say 
that. In fact, as I understand your testimony, and correct me if I 
am wrong, you had one meeting with chiropractor organizations be- 
fore the meeting I requested? 

Dr. Holohan. Subsequent to that meeting. 

Mr. Filner. So you didn’t meet before I asked you to meet? 

Dr. Holohan. No, sir. 

Mr. Filner. This is a prima facie case here of what the problem 
is. You were directed — even if, let’s not even argue about the defini- 
tion, let’s not argue about implementation versus whatever, you 
were directed to come up with a policy in consultation with groups 
within 120 days. It was only at my request because I heard that 
such meetings were not held within the 120 days or coming up, 
that I asked for one. And you reluctantly — were you at that 
meeting? 

Dr. Holohan. I was. 

Mr. Filner. You reluctantly, it looked to me, you guys looked 
like you were dragged into it kicking and screaming. You had 
this — you kept quoting me this one sentence, either from the law 
or from somebody’s definition that you are only going to deal with 
back pain. It was clear that nobody in the VA at the highest levels, 
and I had Dr. Garthwaite in the office, wanted to implement this 
policy. And only because I requested the meeting did you even have 
one, which the law directed you to have way before that, in my 
opinion. So I don’t sense a cooperative effort here. 

Dr. Murphy, do you have a regard for chiropractic care? Do you 
think it is a valuable service for our veterans, in your personal 
opinion? 

Dr. Murphy. Maybe I can answer that from my personal back- 
ground. I am a neurologist, and I have treated a lot of patients 
with neck and back pain. And I do have a regard for spinal manip- 
ulation and its appropriate use in treatment of musculoskeletal 
conditions. I have prescribed manipulation that myself on a num- 
ber of occasions and have referred some of my own patients to 
chiropractors, osteopathic physicians or physician therapeutists. 

Mr. Filner. Well, notwithstanding, what sounds to me like legal 
advice on how you keep defining chiropractic, you never say it 
without sa 5 dng that sentence after it, which to me limits very 
greatly, and we will hear from the chiropractors later, limits — so 
limits the situations where you can actually prescribe chiropractic 
care. It sounds to me like a lawyer has told you to say, “Every time 
you say ’chiropractor,’ say ’spinal manipulation,”’ whatever you said 
in that sentence. It is so narrow that you couldn’t do anything. 

But if you have this regard for chiropractors, why wouldn’t you 
be aggressive and tell us, “We need more authority, we need more 
resources about providing this kind of care?” You are sort of react- 
ing to a law. You said, “Well, we were limited by the law to do this, 
and we are working within the law.” Why not be aggressive, as we 
are trying to be here, I think. We want to help our veterans with 
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their health prohlems. We want to provide services that have heen 
proven in practice and in the literature to be effective. 

And, as Dr. Snyder said, by the way, part of what is effective is 
also what patients think is effective. And if a lot of people think 
it is, then we know from our study of medicine that the patient’s 
attitude toward treatment is also very helpful in that treatment. 

But why don’t you aggressively — we are a year down the line, 
and you come to us with a statement that says, yes, your VISNs 
are coming back with a policy. And you say, “We don’t have any 
experience with chiropractic” — it is a chicken and egg here. You 
don’t have any experience, so you are not going to do anything. And 
if you don’t do an 5 d.hing, you don’t get any experience. So I don’t 
know where you are ever going to break out of that unless we 
somehow order you to do it. 

But 1 don’t sense that dialogue, of sitting down with the chiro- 
practic groups, if you disagree with their definition of primary care 
or their — sit down with them and work it out. This has been a year 
since we have done this, and you haven’t taken any aggressive 
steps, only when prodded, only when asked, only when — to do any- 
thing. And I don’t see any other conclusion. Why don’t you aggres- 
sively meet with them and figure out how you are going to provide 
this care? 

Dr. Murphy. We think that we have the authority that we need 
to provide appropriate care to veterans. We believe that the meet- 
ings that we had with chiropractic associations and the follow-up 
written comments that we got from them were very helpful in 
drafting the policy. And that we have, in fact, issued the appro- 
priate policy statement to our centers, and they are in the process 
of implementing that and are already providing chiropractic care. 

We expect that the quantity of care provided by chiropractic will 
increase in the Veterans Health Administration over the next year, 
and we intend to monitor that. 

Responding to your statement about primary care, 1 think there 
is a disagreement there. And the basic disagreement is over what 
constitutes primary care. The Institute of Medicine 

Mr. Filner. I read that and, look, I am not arguing that there 
is no disagreement. I am saying these are not insurmountable dis- 
agreements if you want to accomplish an end. You sit down and 
figure out how to do it. If you have given me the authority, I will 
sit down with anybody in the room and we will come out with 
something at the end of 2 hours or 8 hours or 12 hours, whatever 
it takes to come up with something. And, yes, you disagree, but we 
are telling you that the legislative mandate is to do more, and you 
come back and say, “Well, we just disagree.” 

Well, we may have to order, Mr. Chairman, a division of chiro- 
practic or something and staff it ourselves if that is what it takes. 

What is your just and reasonable reimbursement for chiropractic, 
do you have the schedule here or something? 

Dr. Holohan. I don’t. 

Dr. Murphy. I don’t. 

Mr. Filner. You don’t know what it is? 

Dr. Holohan. We routinely pay Medicare. 

Dr. Murphy. We use Medicare rates. 
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Mr. Filner. Do you folks mind providing a record to us, send us 
under separate cover an established payment schedule? I am not 
sure how you work on these things but if you are paying 30 bucks 
for a visit to a health care professional, that in itself is not going 
to allow very much usage of the health care system. Nobody could 
provide service for nothing. 
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(Subsequently, the Department of Veterans Affairs provided the 
following information:) 

VA Payment rates for Non-VA Chiropracbc services are the lesser of the amount billed 
or the amount calculated using Medicare's participating physician fee schedule 
(RBRVS). RBRVS payments are the product of three factors: a national uniform relative 
value for the service: a geographic adjustment factor for each physician fee schedule 
area: and a national uniform conversion factor for the service. 


If the amount cannot be calculated under RBRVS, payment is the lesser of the amount 
billed (usual and customary) or the amount calculated using the 75"’ percentile 
methodology. The 75"’ percentile methodology is determined for each VA medical 
facility by ranking all occurrences (with a minimum of eight occurrences) under the 
Current Procedural Terminology (CPT) code with charges ranked from the highest to 
the lowest rate billed. The charge falling at the 75"’ percentile is the maximum amount 
paid. 


VA makes payments for the four recognized Chiropractic national (CPT) codes, which 
are: 

98940 Chiropractic manipulation: spinal, one to two regions 

98941 Chiropractic manipulation: spinal, three to four regions 

98942 Chiropractic manipulation: spinal, five regions 

98943 Chiropractic manipulation: extraspinal, one or more regions 

The following represents Non-VA Chiropractic payment rates in four geographical 
areas: 


Denver 


Tampa, 

FL 

98940 

$26.50 

98940 

$26 68 

98941 

$34.73 

98941 

$35.15 

98942 

$44.03 

98942 

$44.71 

98943 

75"' percentile or usual and customary 

98943 

75"’ percentile or 



usual 

and customary 

San Diego, CA 

Charleston, SC 

98940 

$22.21 

98940 

$25 44 

98941 

$30.99 

98941 

$33.35 

98942 

$40.51 

98942 

$42.30 

98943 

75"’ percentile or usual and customary 

98943 

75"' percentile or 



usual and customary 


Aggregate Non-VA Chiropractic payments/cost for FY 2000 were as follows: 

FY 2000 CHIROPRACTIC TOTAL 
OUTPATIENT MEDICAL PAYMENTS 

CHIROPRACTIC 


CPT CODE AMOUNT 

VISITS 

AVERAGE COST 

98940 

$ 133,385.56 

4894 

$ 27.25 

98941 

$ 138,157.71 

4105 

$ 33.65 

98942 

$ 23,450.98 

662 

$ 35.42 

98943 

$ 2,209.51 

97 

$ 22.78 

TOTAL 

$ 297,203.76 

9758 
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Mr. Stearns. The gentleman’s time has expired. I want to thank 
Dr. Murphy and Dr. Holohan for your coming this morning. And 
I would like to call up the second panel of witnesses. Dr. Rick 
McMichael of the American Chiropractic Association, Dr. Michael 
McLean of the International Chiropractic Association, and Dr. 
George Goodman from the Association of Colleges of Chiropractic, 
accompanied by Dr. Reed Phillips. 

We appreciate your responsiveness to our invitation, and we look 
forward to your opening statements. I understand from our staff 
that the three organizations here today will each limit your state- 
ments to 4 minutes so that a fourth witness. Dr. Phillips, can tes- 
tify for 3 minutes. 

Would the committee clerk please set the clock accordingly then 
so that the fourth witness. Dr. Phillips, can testify for 3 minutes. 

Let us proceed in order with the American Chiropractic Associa- 
tion, the International Organization, and then representatives of 
the chiropractic schools. 

You may proceed. 

STATEMENTS OF RICK A. McMICHAEL, ACA DELEGATES MEM- 
BER, DOD OVERSIGHT ADVISORY COMMITTEE, AMERICAN 
CHIROPRACTIC ASSOCIATION; MICHAEL S. McLEAN, CHAIR- 
PERSON, ICA LEGISLATIVE COMMITTEE, ICA BOARD OF DI- 
RECTORS, INTERNATIONAL CHIROPRACTORS ASSOCIATION, 
ACCOMPANIED BY RONALD M. HENDRICKSON, EXECUTIVE 
DIRECTOR, INTERNATIONAL CHIROPRACTORS ASSOCIA- 
TION; AND GEORGE GOODMAN, PRESIDENT, LOGAN COL- 
LEGE OF CHIROPRACTIC, DOD OVERSIGHT ADVISORY COM- 
MITTEE, IMMEDIATE PAST PRESIDENT, ASSOCIATION OF 
CHIROPRACTIC COLLEGES, ACCOMPANIED BY REED PHIL- 
LIPS, PRESIDENT, LOS ANGELES COLLEGE OF CHIROPRAC- 
TIC, DOD OVERSIGHT ADVISORY COMMITTEE, PAST PRESI- 
DENT, ASSOCIATION OF CHIROPRACTIC COLLEGES 

STATEMENT OF RICK A McMICHAEL 

Dr. McMichael. Yes, Mr. Chairman, good morning. 

Mr. Stearns. Good morning. 

Dr. McMichael. Good morning to the ranking member and 
members of the subcommittee. My name is Dr. Rick McMichael. I 
am a practicing doctor of chiropractic with 26 years experience. I 
am the Ohio delegate to the American Chiropractic Association and 
served on the Oversight Advisory Committee for the Department of 
Defense Chiropractic Health Care Demonstration Projection. 

I would like to share with you some brief information from my 
experience as a member of the Oversight Committee. Not only did 
a large number of military personnel choose chiropractic services 
for care but those who sought chiropractic care reported signifi- 
cantly higher satisfaction and outcomes. In addition, doctors of 
chiropractic work well with other military health care providers. 

I believe that the overall outcome of the Chiropractic Demonstra- 
tion Project shows that chiropractic is a valuable service, needed 
and desired by many military personnel. Our veterans deserve this 
positive new service. 
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As you are aware, the Veterans Millennium Health Care Act in- 
cluded a provision requiring the Department of Veterans Affairs to 
develop a policy with regard to chiropractic care in the DVA health 
care system. In response to this provision, the ACA and the Asso- 
ciation of Chiropractic Colleges provided to the agency rec- 
ommendations to serve as a basis of its chiropractic policy. 

On February 24, 2000, I had the opportunity to join representa- 
tives of ACA, ACC, and other chiropractic organizations for a meet- 
ing with VHA officials to discuss implementation of chiropractic 
policy. The ACA and ACC representatives’ main objective was to 
seek direct access to a full scope of chiropractic services. Despite 
these efforts, the DVA ignored the input of the chiropractic profes- 
sion and Members of the Congress and ultimately developed a pol- 
icy on chiropractic care that is totally inadequate, not mandating 
chiropractic services, and requiring medical physician referral. 

Despite the exclusion of recommendations, we are now asked by 
DVA to believe that their chiropractic policy is adequate and that 
it will ensure that eligible veterans in need of chiropractic care will 
have access to it. Insofar as the ACA is aware, there is no DVA 
program or organized effort that exists to ensure that chiropractic 
services are made available to our nation’s veterans. Clearly, the 
agency did not expect significant referrals to doctors of chiropractic 
to occur as a result of this policy. 

How could they expect this policy to work? Are they not aware 
that medical doctors receive no education or formal training re- 
garding chiropractic care or when a referral to a doctor of chiro- 
practic is warranted? Are they unaware of their own indifference 
regarding chiropractic care and of the agencies failure over the past 
half century to initiate any effort to encourage the use of chiroprac- 
tic care? 

Because of the well-documented record of prejudice and neglect 
toward chiropractic, the ACA requests that the House Committee 
on Veterans’ Affairs advance legislation to require the DVA at a 
minimum to make available chiropractic care on a direct access 
basis and allow doctors of chiropractic to provide the full scope of 
their services as enacted under applicable State law. 

As you may know, a similar chiropractic provision was recently 
included in the House-passed version of the Fiscal Year 2001 De- 
fense Authorization Act. 

The ACA stands ready and willing to work with the committee 
and the DVA to develop legislative language and to devise and im- 
plement an acceptable plan to provide for chiropractic care. 

Mr. Chairman, we have before us an historic opportunity to take 
decisive steps to ensure that our nation’s veterans are afforded ac- 
cess to the benefits of chiropractic care in an appropriate and effec- 
tive manner. We are hopeful that the DVA will not further resist 
this positive new way of serving our nation’s veterans. I believe we 
have much to offer to the DVA and if its representatives will work 
with the chiropractic profession, there is much we can achieve to- 
gether to enhance health care for our nation’s veterans. 

We wish to be clear, however, that in our judgment it will be nec- 
essary for Congress to firmly establish in statute desired policy 
goals and objectives to ensure that a full scope of chiropractic serv- 
ices are made available to our eligible veterans on a direct access 
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basis. Once Congress establishes firm statutory directives, the 
chiropractic profession looks forward to working with the DVA to 
develop an effective chiropractic policy that will benefit the health 
of our nation’s veterans. 

This concludes my brief remarks. I will be happy to answer any 
questions committee members may have. 

[The prepared statement of Dr. McMichael, with attachment, ap- 
pears on p. 89.] 

Mr. Stearns. Thank you very much, and thank you for sta 3 dng 
within the time. Dr. McLean. 

STATEMENT OF MICHAEL S. McLEAN 

Mr. McLean. Thank you very much, Mr. Chairman and members 
of the committee. I am Dr. Michael McLean, chairperson of the leg- 
islative committee of the International Chiropractors Association. I 
also serve as a member of the board of directors of that organiza- 
tion and we at the ICA appreciate the opportunity to present our 
organization’s perspective. 

ICA has submitted extensive comments on this body of issues 
and would like to summarize the key points of that submission this 
morning and ask that the complete statement be made part of the 
hearing record. 

Mr. Stearns. By unanimous consent, so ordered. 

Mr. McLean. This is an issue that has been of major importance 
to us for a very long time. In fact, the first legislative initiative to 
provide chiropractic benefits to our nation’s military was intro- 
duced at the request of the ICA in 1936. 

The steps that Congress must take to provide for reasonable ac- 
cess to chiropractic services for America’s veterans are clear. What 
is also unfortunately clear is that unless Congress enacts a series 
of very specific mandates with a designated timetable for action, 
the U.S. Department of Veterans Affairs will not make any signifi- 
cant effort to provide access to chiropractic services on anything 
other than a token basis. In fact, the obvious context of this hear- 
ing is the failure of that agency to provide for meaningful chiro- 
practic access. 

I respectfully refer the committee to the presentation made by 
the ICA to the Department of Veteran’s Affairs on February 24, 
2000. 

ICA believes the following elements should be enacted at a mini- 
mum to ensure America’s veterans have available to them the 
same chiropractic options that are presently available in most 
other health benefit programs. 

One, the establishment of statutory authority to employ doctors 
of chiropractic as professional care-givers within the DVA. We spe- 
cifically ask that Title 38, Section 7401 be amended by inserting 
the words “doctors of chiropractic” after “optometrists.” We also ask 
Section 7402 be amended by the insertion of a new subsection after 
the current subsection two, dentists, identifying doctors of chiro- 
practic in the sequence of professionals. Such criteria are com- 
parable to those provided for in the section for dentists, podiatrists, 
et cetera. Authority to hire doctors of chiropractic should be accom- 
panied by instructions to act on that authority and a timetable to 
deploy an initial group of doctors of chiropractic. 
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The establishment of a Division of Chiropractic Services headed 
by a doctor of chiropractic would be our second request within the 
VA Health Administration to oversee and facilitate the effective in- 
tegration of chiropractic services. 

Three, the statutory establishment of direct access to chiropractic 
services as a care pathway choice for eligible veterans without the 
requirement of a referral from another professional as is presently 
required. 

Four, the statutory establishment of a Chiropractic Advisory 
Committee comprised of representatives of the chiropractic profes- 
sion to assist senior VHA officials in addressing program and policy 
questions. 

And, five, the enactment of a specific congressional directive to 
the VHA to develop within a reasonable period of time a plan for 
making chiropractic services routinely available on an outpatient 
basis for those program beneficiaries outside geographic range. 

In practical terms, there are no real barriers to the effective inte- 
gration of chiropractic services and the doctor of chiropractic into 
the primary care system now in place other than a reluctance to 
do so on the part of the policy-makers directing those programs. 
The administrative qualification process that determines the eligi- 
bility of a veteran would not change. 

The intake and general evaluation process of every patient ought 
to include a chiropractic evaluation of every patient given the prev- 
alence of spinal problems in the United States. At a minimum, 
qualified beneficiaries should have a right to choose a chiropractic 
program of care for chiropractic conditions rather than to be lim- 
ited or indeed forced to accept only a medical pathway. 

ICA rejects as obstructionist and unreasonable the arguments 
that direct access is incompatible with the primary care system 
now in place at the VHA and believes the initial phase of any di- 
rect access program will rapidly demonstrate this. 

In conclusion, I want to emphasize the fundamental issue in this 
discussion is and should be recognized by all parties as one of fair- 
ness to our nation’s military veterans. 

Mr. Chairman, I want to thank you, the committee, and the staff 
for the serious attention this body of issues is receiving. I urge the 
committee to move forward to do the right thing. Thank you, sir. 

[The prepared statement of Mr. McLean appears on p. 143.] 

Mr. Stearns. Thank you. Dr. Goodman, we look forward to your 
opening statement. 

STATEMENT OF GEORGE GOODMAN 

Dr. Goodman. Thank you, my name is Dr. George Goodman. 

Mr. Stearns. Could you pull the microphone a little closer to 
you. Dr. Goodman. Thank you. 

Dr. Goodman. My name is Dr. George Goodman. I am president 
of Logan College of Chiropractic in St. Louis, MO. 

Mr. Chairman, Ranking Member, and members of the sub- 
committee, on behalf of the Association of Chiropractic Colleges, I 
am honored to be at this important hearing to discuss our proposal 
for establishing direct access, full scope of practice chiropractic 
health care services for our nation’s veterans through the Depart- 
ment of Veterans Affairs. 
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This subcommittee is to be commended for its support for en- 
hancing chiropractic care to the Department of Veterans Affairs 
and for its willingness to put this issue on your agenda for next 
session of Congress. 

Mr. Chairman, I have prepared a more detailed statement with 
attachments regarding our proposal. But in the interest of time, I 
would ask that the full text of that longer statement be included 
in the hearing record. I would also request your consent to have 
the minority views of the major chiropractic organizations of the 
Department of Defense Chiropractic Heath Care Demonstration 
Program be included into the record as well. 

(Retained in Committee files.) 

Dr. Goodman. Thank you, Mr. Chairman, and other members of 
the subcommittee. I know that I only have a few moments, and I 
will attempt to make the case succinct for moving forward a direct 
access chiropractic health care benefit for our veterans who are eli- 
gible for care within the Department of Veterans Affairs. 

First, chiropractic care is effective. It improves patient outcomes. 
It has been universally accepted as mainstream health care that is 
licensed in all 50 States and utilized by well over 10 percent of the 
population every year and constitutes over 192 million patient vis- 
its per year. 

The research literature cited by your own committee last year in 
the historic Veterans Millennium Act — Millennium Care Act recon- 
firms that the century-long debate over chiropractic efficacy has 
long been over. In short, chiropractic is effective and should be 
available to our nation’s veterans as it is to the rest of American 
citizens. 

Second, the recently completed 5-year Department of Defense 
Health Care Demonstration Program reconfirmed within the mili- 
taity health system what we already knew in the private sector: 
chiropractic is effective. It improves patient outcomes, has a high- 
level of patient satisfaction, enhances the ability of patients to re- 
turn to their normal lives faster euid in better health. 

The Chiropractic Demonstration Project was carried out at 13 
military sites around the country and by any measure was over- 
whelmingly positive in how it helped the men and women of the 
armed forces to address acute and chronic back care conditions. By 
the Department of Defense’s own admission and from their own 
data, the three charts that we have brought with us today show be- 
yond any doubt that patient outcomes were superior to those de- 
rived from so-called traditional medical doctors. Patient satisfaction 
with chiropractic care was dramatically higher than with tradi- 
tional medical care. And the average patient who experienced back 
pain in the military missed fewer days with chiropractic care. 

The House has recently passed a provision that would begin 
planning for the implementation of direct access, full scope of prac- 
tice for chiropractic health care in the military. Our proposal is 
based in large part on this military health care system. 

Finally, Mr. Chairman, our proposal purposely is very specific 
about what we believe to be the key components of any chiropractic 
care to the Department of VA. The VA policy does not allow for di- 
rect access and limits the scope of practice that would be available 
to our veterans. Our proposal calls for full scope of practice under 
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each State law governing chiropractic care. The Department of Vet- 
erans Affairs ignores your requirement on rural and medically 
under-served areas while our proposal will address those important 
issues. 

In closing, Mr. Chairman, our proposal has precedent in the 
House. It is the right thing to do for our veterans. And in the after- 
math of the Department oif Defense Demonstration Program, it will 
dramatically improve patient outcomes and health care services to 
those who have served this countiy so well. 

I welcome the opportunity to respond to any particular questions. 

Mr. Stearns. Thank you. Dr. Goodman. And, Dr. Phillips, you 
are recognized for 3 minutes. 

STATEMENT OF REED PHILLIPS 

Dr. Phillips. Thank you, Mr. Chairman and members of the 
committee, for this unexpected opportunity to speak. I come to you 
as a holder of a Doctor of Chiropractic degree. I also hold a mas- 
ter’s degree in community medicine from the University of Utah 
School of Medicine and a Ph.D. in medical sociology, also from the 
University of Utah. Also, I have participated in and completed a 2- 
year residency program in radiology as part of my chiropractic 
training. 

I have served as president of the Los Angeles College of Chiro- 
practic for the last 10 years. It has now just changed its name to 
the Southern California University of Health Sciences. We are ac- 
credited by the Western Association of Schools and Colleges, the 
same regional accrediting agency that accredits USC, Stanford, and 
other schools in that region. I also serve as the vice president for 
the Council on Chiropractic Education, the chiropractic accrediting 
agency recognized by the U.S. Office of Education. And in our 
standards, I can tell you very clearly there is an emphasis on the 
importance of all schools teaching their graduates to be proficient 
and capable in conducting an appropriate diagnosis. 

I have also served on the DOD Oversight Committee. And I also 
have a son who practices as an ophthalmologist and another son 
who is now a student in chiropractic education. So I have had a 
great opportunity to compare those two educational experiences. 

Let me just speak briefly about education, since it was a subject 
that came up in previous testimony. Our educational program is 4 
years, equal to that of medical school. Applicants coming into chiro- 
practic education are required to have a minimum of 3 years, or 
90 hours, of credit to obtain admission into chiropractic education. 
Our last entering class had 80 percent of them holding bachelor de- 
grees. Our curriculum includes all the basic and clinical sciences 
that you would find in medical education. However, we do not 
teach surgery in our programs, but our students are well ac- 
quainted and well trained in the area of clinical, physical and lab- 
oratory diagnosis. 

Also, in our basic science curriculum, we have a full year of 
human dissection, full body dissection, which isn’t I don’t believe 
done in many of the medical school programs today. We have clini- 
cal rotations in places where there is multi-disciplinary care being 
provided. We have health clinics that are medical clinics that our 
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interns practice and provide services in. We have continuing post- 
graduate residency training programs in a multiple of specialties. 

And we feel that it is extremely important for any practitioner 
to have the ability to participate and complete a diagnosis that far 
exceeds their ability to treat. Diagnosis is a key factor here for a 
primary care provider, and I know that if a medical intern was to 
diagnose a cardiac condition, he would be responsible to work with 
a cardiologist on a referral basis just as a chiropractor would be re- 
quired if he was to diagnose a similar condition. 

Let me conclude by reading a statement out of a paper that was 
published in the British Medical Journal in August of 1995 where 
there was a study comparing care for back pain in hospitals as 
compared to chiropractors outside of hospitals. And the statement 
reads as follows: “At three years, the results confirmed the findings 
of an earlier report that when chiropractic or hospital therapists 
treat patients with low back pain, as they would in day to day 
practice, those treated by a chiropractor derive more benefit and 
long-term satisfaction than those treated by hospitals.” 

Thank you, Mr. Chairman. 

[The prepared statement of Dr. Phillips appears on p. 152.] 

Mr. Stearns. Thank you. Dr. Phillips. Maybe just as a general 
start for myself, you probably heard me ask Dr. Murphy, maybe 
this is appropriate for Dr. McMichael to answer or Dr. Phillips, or 
any one of you, just review for us, for the committee, what is the 
basic standard training for a chiropractor? She outlined what an 
osteopathic physician’s training was and what an M.D.’s was, but 
would one of you just give — I mean. Dr. Phillips, I think you have 
an extraordinary background and you are probably very well quali- 
fied, if not over-qualified. But I admire your tenacity and your in- 
terest in continuing education. So, if one of you would take a mo- 
ment and just outline for the record what the training is, that 
would be helpful. 

Dr. McMichael. I think one of our college presidents would be 
most appropriate to do that, Mr. Chairman. 

Mr. Stearns. Okay. 

Dr. Phillips. I would be happy to, and I appreciate your con- 
fidence. My children think I am a professional student. 

Coming into chiropractic college with 90 units prerequisite re- 
quires that the students have the same science background, chem- 
istry, physics, as they would in any other health profession. So the 
incoming requirements are very similar to any other health 
profession. 

When they enter into the chiropractic program 

Mr. Stearns. Dr. Phillips, so let’s say my son wants to be a 
chiropractic physician. And let’s say he enters the University of 
Florida, or he enters college, does he need a 4 year degree? 

Dr. Phillips. To get in my school, yes. To get into 

Mr. Stearns. But in general? 

Dr. Phillips. But generally he has to have at least 3 years. 

Mr. Stearns. At least 3 years is a prerequisite, okay. 

Dr. Phillips. That third year consisting of upper graduate 
credits. 
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Mr. Stearns. Okay, does he need a 4 year college degree? It 
sounds like you are sa 3 dng he needs 2 years of college plus this 
third year? 

Dr. Phillips. He needs 3 years of college, 90 units. 

Mr. Stearns. Okay. 

Dr. Phillips. And that is a minimum that he needs to get in. 

Mr. Stearns. To get into the chiropractic college? 

Dr. Phillips. To get into chiropractic college. 

Mr. Stearns. Okay, and then how many years at the chiropractic 
college? 

Dr. Phillips. Chiropractic college is a 4 year curriculum. 

Mr. Stearns. Okay, and in these 3 years, would my son be tak- 
ing chiropractic courses or it would be the standard pre-med? 

Dr. Phillips. Standard pre-med program. He would have to get 
his general education requirements. He would have to get all of his 
sciences, chemistry, physics, biology. 

Mr. Stearns. So he or she would take organic chemistry? 

Dr. Phillips. Yes, absolutely. 

Mr. Stearns. Okay, and so they would take all the things that 
a pre-med student would take for the first 3 years? 

Dr. Phillips. Absolutely. 

Mr. Stearns. And then they would leave that college to go to the 
4 year chiropractic college? 

Dr. Phillips. Yes, so it would be a minimum of 7 years to grad- 
uate with their doctor of chiropractic degree. 

Mr. Stearns. So then they get that, okay. Why wouldn’t most 
people just finish their 4 year degrees and then go to the chiroprac- 
tic school? Why would they leave? 

Dr. Phillips. Most of them are doing that now. 

Mr. Stearns. So they would have a 4 year, most of them are 
having a 4 year degree, then they go to the 4 year chiropractic 
college? 

Dr. Phillips. Correct. 

Mr. Stearns. And what is the leading chiropractic college, the 4 
year school named today, give me two or three of the outstanding 
ones. (Laughter.) 

Dr. Phillips. Well, my school, of course. 

Mr. Stearns. The name of your school is? 

Dr. Phillips. It is now the Southern California University of 
Health Sciences. It was previously known as the Los Angeles Col- 
lege of Chiropractic. 

Mr. Stearns. Okay, and that is located in L.A.? 

Dr. Phillips. In Whittier, actually. 

Mr. Stearns. Okay. And give me a couple of others? 

Dr. Phillips. Well, Dr. (joodman is going to kick me under the 
table if I don’t mention the Logan College of Chiropractic in St. 
Louis, MO. 

Mr. Stearns. Okay, and how big a school is that? Yours, how big 
a school is yours, how many students? 

Dr. Goodman. 850 students. 

Mr. Stearns. 850 students. So my son would probably get a 4 
year degree and then he would go to your school of 850 students 
and he would go for 4 years of training there? 

Dr. Goodman. Yes. 
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Mr. Stearns. Okay. And after his fourth year, can he then start 
practicing chiropractic — as a chiropractic physician after 4 years 
there? 

Dr. Goodman. Well, it is required for licensure in each State, 
today an individual could take the National Board of Examination, 
the Chiropractic Board of Examination, and that is covered in 44 
States imiversally. Or if they choose to go to these other six States, 
they take their State boards. Also, I represent all of the chiroprac- 
tic colleges here today. 

Mr. Stearns. I see, okay. That’s good. 

Dr. Goodman. As part of the Association of Chiropractic 
Colleges. 

Mr. Stearns. So what I see is the only thing different, it appears 
to me, and Dr. Snyder can correct me, but there is not an intern- 
ship after the 4 years at the chiropractic college. If you got a 4 year 
degree and then you have the 4 years at a chiropractic college, then 
you pass the exam, you are ready to go, whereas for a physician, 
he or she has to have an internship. Or if it is an attorney — well, 
anyway an internship, is that correct? 

Dr. Goodman. Well, we have our internship. 

Mr. Stearns. Or a residency, I guess is a better term. 

Dr. Goodman. Yes, there are residencies available in chiropractic 
in areas such as radiology, orthopedics, neurology, and family prac- 
tice. But the general chiropractic student utilizes their internship 
the last three semesters that they are in school. 

Mr. Stearns. I am just a little puzzled why Dr. Murphy didn’t 
understand this when I asked her. To your knowledge, any of you 
gentleman, have any VA representatives been sent out to the chiro- 
practic colleges or made any effort to reach across to understand 
your training and background? 

Dr. Goodman. At the hearing that we had, we invited the VA to 
visit, as part of my testimony, to visit any of the Association mem- 
bers, which is all of the chiropractic colleges in the United States. 

Mr. Stearns. And have they followed up on this? 

Dr. Goodman. Not to my knowledge. 

Mr. Stearns. Okay, let me divert a bit. I understand from staff 
that. Dr. Goodman, you were one of six chiropractors who wrote a 
letter to RADM Thomas Carrato, chief operating officer of the 
TRICAKE Management Activity, on February 23, 2000. And I 
guess there are some chiropractors here on the panel today that 
had expressed concern regarding the preparation of the Birch and 
Davis Report on DOD’s Chiropractic Demonstration. The staff says 
there were a number of negative observations. Is that true? 

Dr. Goodman. Yes. 

Mr. Stearns. And there was also some positive aspects to that 
report — demonstration — too, weren’t they? Were they included in 
the report? 

Dr. Goodman. Yes, they were. 

Mr. Stearns. Can you just tell me some of the positive and nega- 
tive, just briefly? Is that possible, just for the edification of my 
colleagues? 

Dr. Goodman. This is outlined in the material that we 

Mr. Stearns. Submitted. 

Dr. Goodman (continuing). Submitted. 
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Mr. Stearns. I know. 

Dr. Goodman. We also have some charts that are available for 
viewing. The first indicates that patients show greater improve- 
ment with chiropractic care than with traditional medicine. And we 
can see proportion of patients with improvement in the disability 
score and proportion of patients with improvement in the pain 
score. We also see patients expressed greater satisfaction with 
chiropractic care, chiropractic versus traditional medicine. The last 
one is the average patient who experienced back pain and the 
fewer days under chiropractic care, which is remarkable. 

(See pp. 160 to 162.) 

Mr. Stearns. What are the negative aspects in the Birch and 
Davis Report, maybe just two or three that you differ with? 

Dr. McMichael. If I could respond, Mr. Chairman? 

Mr. Stearns. Yes. 

Dr. McMichael. I believe that that letter to RADM Carrato was 
in part in relation to the fact that we felt that we were not having 
opportxmity to have enough face-to-face meetings to have the dis- 
cussions that we feel we should have also been having with the 
Veterans’ Affairs Committee so that we could, in fact, make certain 
that that data collected was evaluated appropriately, comprehen- 
sively, and fairly. And that we could have a very integral part in 
assisting in writing that particular report. 

Our last Oversight Advisory Committee, face to face, was held I 
believe in July of 1998 and it was more than a year-and-a-half 
later when the final report was sent back to Congress. And in the 
interim, we had a couple of phone calls. But, frankly, with an issue 
of this import and at times this controversy or lack of understand- 
ing, if you will, we felt that it very much necessitated face-to-face 
meetings. So I believe in that letter, we pointed out some inadequa- 
cies to what was going on and our inability to address those at the 
table. 

(See p. 72.) 

Mr. Stearns. I thank you. My time has expired. Dr. Snyder? 

Dr. Snyder. I wanted to ask about the Millennium Health Care 
Act itself, would you all have — ^if we reach a point that instead of 
9,000 chiropractic visits a year, we have — I don’t know what a 
magic number would be, 800,000 chiropractic visits a year, will you 
all be satisfied if a veteran can walk into a hospital, see a primary 
care doctor and say, “I tried that Motrin. My back flared up. Can 
you refer me to a chiropractor?” Will you all be satisfied. Dr. 
McMichael? 

Dr. McMichael. Yes, Congressman. The importance of primary 
access to the doctor of chiropractic, which mirrors the private sec- 
tor, is that the patient when our care is most appropriate, and that 
is early, aggressive care, largely for those neuro-musculoskeletal 
conditions and neurologic problems that may be related to those 
segmental dysfunction problems as well, we need to see that pa- 
tient as early on as possible to help them as much as we can. 

One thing that happened in the DOD study is that some patients 
referred by traditional providers were being medicated before they 
sent them to the chiropractic clinic. The problem with that was we 
didn’t get a very good comparison at times, because they had both 
forms of treatment. 
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But when we compared the two treatments 

Dr. Snyder. That is real world stuff, too, right? 

Dr. McMichael. Pardon me? 

Dr. Snyder. That is real world stuff, though, patients self-medi- 
cate before they — I mean that is just the real world. 

Dr. McMichael. Yes, it is the real world that patients may 
medicate themselves. It is also real world that some patients can- 
not tolerate medication. 

Dr. Snyder. Right. 

Dr. McMichael. That some choose not to employ medication for 
their health. And chiropractic is best employed as an early inter- 
vention, although we have recent studies to show that it is very 
valuable for chronic care as well. 

Dr. Snyder. Now, is — I don’t think you actually got — I am trying 
to get a sense of what you all are looking for. We have got a system 
right, I mean I attended 2m oversight hearing a month ago or so, 
and we have a real problem getting hepatomologists, liver experts, 
into VA hospitals and we know we have a big problem with Hepa- 
titis-C. We have got a real money crunch here. I am trying to fig- 
ure out what is the real world. I don’t think we are going to have 
a system where we are going to have two or three chiropractors in 
eveiy VA hospital in the country. I don’t think that is going hap- 
pen. I just don’t think financially it can. 

The issue is what would you all be satisfied with? You obviously 
are not happy with the way this policy has been implemented, but 
I am trying to get a feel if a veteran could walk in, if me as a vet- 
eran could walk in in an acute situation and the doctor says, “Well, 
here is some Motrin, some physical therapy.” And the veteran says, 
“Well, my preference would be if I could see the chiropractor or a 
chiropractor today,” and they get a referral that day, will you all 
be satisfied with that? 

Mr. McLean. Congressman, might I address that? 

Dr. Snyder. Sure. 

Mr. McLean. I think you have two questions actually and they 
are both good questions. The first one is what would be the appro- 
priate thing to do in the circumstances with chiropractic inte- 
grated? And the second is do we have enough money to pay for this 
if we integrate chiropractic? And they are both questions. 

As to the first one, I would have to say why should he have to 
take Motrin first? If a patient had a toothache, would you require 
him to take some painkillers before he saw a dentist? 

Dr. Snyder. Let’s not get hung up on that. I said if a patient 
comes in and says, “I don’t care what they say, I would like to see 
a chiropractor.” 

Mr. McLean. Right. Your suggestion was they take the Motrin 
first, though. 

Dr. Snyder. No, I am not suggesting that at all. 

Mr. McLean. Oh, okay. All right, fine. 

Dr. Snyder. I am trying to present a real world case to you and 
if you don’t understand that patients actually take medicines over 
the counter before they call in, whether it is chiropractor or phys- 
ical therapists or doctors, that is the reality. But, okay, we will 
take your pure patient who, he immediately goes from the soccer 
field to the VA hospital, completely medicine-free 
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Mr. McLean. Says he would like to go to a chiropractor. 

Dr. Snyder (continuing). And says, “You are my primary care 
doctor, but my preference would be to see a chiropractor,” and they 
arrange for that referral, would you all be satisfied with that kind 
of system at VA? 

Mr. McLean. If were a thing where we could trust all of the 
medical practitioners to go ahead and make appropriate referrals, 
if they were aware of the sorts of problems that chiropractors deal 
with and when it is appropriate to refer, that would probably be 
appropriate. But I don’t believe that that is a real world situation, 
either. 

Dr. Snyder. That is what I tried to get at in my previous panel, 
which is I think that if we — I think it has to be the patient’s choice. 

Mr. McLean. We believe the patient needs 

Dr. Snyder. I think the real world is out there that just by the 
nature of our training and whatever it is, you are not going to find 
many M.D. primary care physicians anywhere when a patient 
walks in and is going to say, “My first choice at therapy is a chiro- 
practor.” But I think that you all have a following over decades, if 
not centuries, of people who are going to say, “Well, I prefer a chi- 
ropractor.” To me, the issue is how will the VA system respond 
when a patient expresses a preference for chiropractic care. And I 
am trying to get a sense of if a patient makes that request and the 
VA accommodates it, would you all be satisfied with that? 

Mr. McLean. Let me make one brief comment. In the Medicare 
world, a patient doesn’t have to go to see a medical doctor first. 
They simply self-select. I don’t see any problem with that. 

Dr. Snyder. I don’t think that answered my question. 

Dr. McMichael. Congressman, if I could respond further. I hope 
that I will answer your question more directly. I don’t think we are 
looking for a magic number of visits. I think we are looking for the 
veteran to have a freedom of choice. 

Dr. Snyder. Right. 

Dr. McMichael. If they have heard about this chiropractic care, 
and hopefully they will receive some education within the VA to its 
benefits, and they choose those services, that they would not be re- 
stricted from seeing a doctor of chiropractic to receive those serv- 
ices. We are here to represent the freedom of choice for veterans 
and that our D.C.s have an opportunity to serve them across the 
country. 

And, frankly, we believe that this will not be expensive. The ini- 
tial cost outlay may certainly involve some expense to get these es- 
tablished. Within the DOD, I think it was a very reasonable 
amount per clinic. What they found was that you can’t just look at 
the expense of rendering the service. You must also look at ex- 
penses averted by outcomes and satisfaction when that service is 
rendered. And, frankly, we believe that there will be savings for 
the Veterans Administration or a nominal expense for incorporat- 
ing this new service for our veterans. 

Mr. Stearns. The gentleman’s time has expired. Mr. Moran? 

Mr. Moran. Mr. Chairman, thank you. Doctors, thank you for 
joining us. Would you compare for me the coverage allowed, the 
policy of the Veterans Department as compared to other private 
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and public programs or policies as far as your success in getting 
coverage for DC’s? 

Dr. McMichael. I would be happy to begin, Mr. Moran. Our cov- 
erage generally through the health care system has been very 
broad relative to State law and insurance equality laws. The doctor 
of chiropractic can practice within that scope and render evaluation 
and management services, which are examination services done 
and coded per any physician. They may perform x rays and inter- 
pret those X rays. They may do laboratory testing. They do a broad 
range of skilled manipulation, be that osseous or soft tissue, par- 
ticularly the chiropractic adjustment. 

Mr. Moran. That being the only part that currently is allowed 
for veterans is the manipulation? 

Dr. McMichael. That is the way we read the policy. 

Mr. Moran. You are giving me the list, the last one that you 
mentioned is the only one at the moment that is covered by the De- 
partment’s policy? 

Dr. McMichael. I am giving you the list that I have been able 
to practice under in Ohio for the full 26 years that I have been in 
practice. 

Mr. Moran. And those services, that longer list of services that 
you provided are covered hy private insurance, other federed pro- 
grams as far as reimbursement? 

Dr. McMichael. Yes, largely. We do, of course, have an ongoing 
battle at times with some managed care entities, as other providers 
have as well. I think the only real restricted coverage that we have 
and we are working on getting changes to that is the Medicare 
system. 

Mr. Moran. So in the world of providing medical services, we are 
down, as far as the doctors of chiropractic care, we really are strug- 
gling with two programs that provide those services. Medicare and 
Veterans? 

Dr. McMichael. I believe that would — well, and also our mili- 
tary personnel within the DOD. 

Mr. McLean. And also workers’ comp, federal workers’ comp 
does cover chiropractic and all the Federal Employee Health Care 
benefit programs. 

Mr. Moran. I served for 8 years in the State legislature and now 
4 years in Congress and it does seem to me that over those — my 
time in trying to develop public policy that doctors of chiropractic 
care have had to kind of fight and claw their way into having their 
services covered, something that I have never understood. I don’t 
understand why it is so difficult for doctors of chiropractic care to 
have those services covered by federal, state, or private insurance 
coverage, particularly in light of patient satisfaction, cost-effective 
care, the desire of patient choice, and the satisfaction that I think 
generally follows chiropractic care, the satisfaction of the patient. 

Is there a way to explain to me, at least either my perception is 
wrong, that you are fighting and clawing your way into having 
your services covered, or to tell me why that is, at least based upon 
my impression of the things I just mentioned, satisfaction, cost-ef- 
fectiveness, patient flexibility. Why is this such a struggle? 

Mr. Hendrickson. Competition for the health care dollar is in- 
tense. To a very large degree, these are issues of market share. As 
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members of the committee may be aware, about 14 years ago, rep- 
resentatives of the chiropractic profession filed an antitrust suit 
against the American Medical Association and 13 other medical or- 
ganizations in the United States. The finding of the federal courts, 
all the way through the appeals and to the Supreme Court, was 
that those medical organizations for anti-competitive reasons, moti- 
vated solely to maintain their economic primacy in the health care 
marketplace, had instituted anti-competitive programs that vio- 
lated those antitrust laws. And those organizations now are the 
subject of a permanent injunction upheld by the United States Su- 
preme Court. 

I think added to that is a lack of understanding. I think added 
to that are decades, if you will, of the indoctrination on the part 
of medical organizations about the chiropractic profession, much of 
which is based on m 3 rth, incorrect assumptions, very willfully and 
also very skillfully, circulated through the medical education proc- 
ess, through the medical organizations and through the media. 

And so this is a situation where this committee in the Congress 
needs to be proactive, needs to recognize that decades of discrimi- 
nation for economic advantage have disadvantaged the doctor of 
chiropractic and the chiropractic beneficiary. And this is a matter 
of record. This is not a matter of opinion. 

Mr. Moran. So, Mr. Hendrickson, it is an issue of economics, of 
one aspect of — one section of medical providers fighting another set 
of providers? 

Mr. Hendrickson. Yes, and the issues of fairness that stem from 
that. And I think the ability of an eligible beneficiary for any pro- 
gram to make an informed choice and to have a care pathway 
closed to them in spite of their wishes, in spite of the appropriate- 
ness of that care is bad public policy. 

Mr. Moran. My time is going to expire. And I understand your 
explanation, although the part of this question that I still don’t un- 
derstand is why those who seek to provide services at the lowest 
cost would not find chiropractic care desirable. It is not the doctors 
but physicians, the M.D.s who are making choices about whether 
or not chiropractic care is provided or allowed under a policy. It is 
a business person who owns an insurance company or a federal ad- 
ministrator making a decision about what is covered and if chiro- 
practic care can be provided with good outcomes in a cost effective 
manner, I have never understood why those individuals making 
“business decision” would not find chiropractic care advisable. 

Mr. Hendrickson. I think very briefly. Congressman, those indi- 
viduals are not making business decisions. That is the long and 
short of the situation that we are in. As long ago as the 1960s, the 
then Department of Health, Education, and Welfare were publish- 
ing papers about physician-dominance of the Blues and the skew- 
ing effect that that professional-centric, if you will, view that medi- 
cal doctors who ran those organizations took about anything that 
competed with the core of their economic self-interest. And I think, 
again, these decisions oftentimes are not business decisions. 

And, Mr. Chedrman, if I could have 90 more seconds? 

Mr. Stearns. If you could just wrap up. The gentleman’s time 
has expired. 
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Mr. Hendrickson. I think that, in fact, the 30 to 40 million 
Americans who routinely pay out of their own pocket for chiroprac- 
tic services at some point when other services are available at no 
charge or a limited amount of money is exactly that kind of a vali- 
dation, that the private sector has validated chiropractic on a scale 
that is just monumental. 

Mr. Stearns. The gentleman’s time has expired. Mr. Peterson is 
recognized. 

Mr. Peterson. Thank you, Mr. Chairman. Following Dr. Sny- 
der’s question, what I understand is that in a perfect world, you 
would like to see chiropractors on staff at the VA so when some- 
body comes in, a chiropractor would be there just like a medical 
doctor. Is that what you see as the ultimate goal? 

Dr. Goodman. Yes, there is a history within the demonstration 
project or 5 years in the Department of Defense. And we were with- 
in the hospitals of the military medical system and that has 
worked well. And it has provided for good care for our men and 
women of the military. 

Dr. McMichael. I would add. Congressman, that we certainly 
would like to see D.C.s inte^ated at every level within the DVA 
into a Division of Chiropractic, if you will, to oversee chiropractic 
services so that the chiropractic perspective is there. As employees, 
so they are there every day with other employees of the VA. Per- 
haps on an outpatient basis where there is not a facility close for 
veterans to receive chiropractic care. In the DOD project, our doc- 
tors of chiropractic were involved on committees in the hospital. 
They were involved in educational programs at many different 

Mr. Peterson. I figured that that was your position and I have 
no problem with that. When I was in the State le^slature, I helped 
to put your profession on an equal playing field in Minnesota, and 
I believe what you are saying here. The problem is that my VISN, 
is facing a $51 million funding deficiency. They are going to ask us 
for $51 million more on an emergency basis because they are that 
short of money. If they don’t get the money, as I understand it, 
they are going to lay off 50 or 50 nurses in the Minneapolis VA. 
The waiting period already is a year, sometimes 2 years. We have 
got in Fargo one whole wing shut down because we don’t have peo- 
ple in there to man it even though we have got waiting lines and 
people can’t get in. 

I think the problem that nobody has talked about, is how are we 
going to get the money to do this given what is going on? And it 
would be hard for me to say that we are going to mandate that 
they put doctors of chiropractic in every hospital when we can’t put 
the nurses in there, and we can’t put the doctors in there. We need 
to see the patients that are already showing up. And I don’t dis- 
agree that probably if we had doctors of chiropractic there, it might 
be cheaper. It might make outcomes better, but how do we ever get 
in a budget situation so we can do this in the first place? 

Dr. Goodman. Sir? 

Mr. Peterson. And I think the real problem the VA is having 
with this internally is that they can’t take care of things now. And, 
frankly, even though we are doing a better job with the budget this 
year, we aren’t doing our job here. We aren’t putting the money out 
there to make this thing work. 
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And, lastly, I am not getting calls from my veterans complaining 
that they can’t see chiropractors. I am getting calls complaining 
they can’t get into the hospital and they have to wait for a year. 

So I would also say to you that if you want to make this happen, 
you better get folks calling Members of Congress saying that this 
is something that is a priority because that is not what I am hear- 
ing out there. Maybe once in a while, but that is a minor problem 
compared to all the other problems that we have got. 

Dr. Goodman. One of the things that we have attempted to pro- 
pose in our plan that has been presented is an appropriate time 
process for the doctor of chiropractic to work with the VA to imple- 
ment this process over a time period so that the VA and the chiro- 
practic profession can integrate itself appropriately. And that cer- 
tainly does not have a large price tag to implement care and to 
work on the implementation stages. And so we feel that we have 
adequately asked the committee to look at this proposal. 

Mr. Peterson. And I think that is a good approach but I still, 
just from my time around this place, haven’t got a lot of confidence 
that we are going to put the money into this that we need, and we 
are going to create a problem down the road. We have done this 
in Medicare. We have got our head in the sand on Medicare. We 
have got our head in the sand on social security. And in politics, 
everybody is looking at the short term. If they can figure out a way 
to make it work in the budget the next few years, everybody ig- 
nores what is going to happen 20 years from now. And I don’t have 
a lot of confidence from what we have been doing here the last few 
years that we are going to put the money into the system that 
needs to be put in to get at some of these basic problems. 

So what I am saying is I don’t have any problem with what you 
are tr 3 dng to do, but I don’t know where we are going to come up 
with the money to make it happen. 

Mr. Stearns. 'The gentleman’s time has expired. The gentleman. 
Dr. Filner, is recognized for questions. 

Mr. Filner. I thank the chairman. Is Dr. Murphy or Dr. Holohan 
here? Anybody from the VA here? Can you tell me who you rep- 
resent or what division? 

Mr. Stearns. 'The only thing, I caution my good colleague that 
these people, if you are going to answer some questions, probably 
might not be qu^ified to do so. 

Mr. Filner. I am not going to ask them a question, I just want 
to know who is here. 

Mr. Stearns. Okay, you just want to know who is here. Sir, you 
are a physician? 

Dr. Stanton. Yes, I am Mark Stanton. 

Mr. Stearns. And who is the other person, just the title? I’m 
sorry? Bill Ramsey, okay, from the VA. And your name is? 

Dr. Stanton. Mark Stanton, primary care chief consultant. 

Mr. Stearns. Okay, Mark Stanton, primary care chief. And we 
thank you for coming. 

Mr. Filner. Well, I am disappointed that the people who testi- 
fied did not stay to hear what other people had to say about what 
we consider a very important issue. We have seen that time and 
time again. On the Benefits Subcommittee, we tried to schedule the 
VA people last so they have to listen to the other folks. But if I 
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were in order, Mr. Chairman, I would ask for a contempt of Con- 
gress citation against Dr. Murphy and Dr. Holohan. We spent their 
whole time here talking about lack of dialogue and trying to under- 
stand the issue, and then they take off. For the record, I just want 
to say that Dr. Murphy and Dr. Holohan are not here to listen to 
the panels of experts that came before the Congress. 

On a more substantive note, what I think I read in Dr. Murphy’s 
testimony and when we heard about their complaints about the 
original proposal, every time you say “direct access,” they read “pri- 
mary care.” 

[Telephone rings.] 

Mr. Filner. That is Dr. Murphy now. (Laughter.) 

There seems to be a confusion here. You are not asking to be the 
primary care physician, is that correct? You are asking for direct 
access; that is a different thing. 

Dr. McMichael. We are asking to be portal of ent^, primary 
contact doctors, which is the way we practice in the civilian world. 

Mr. Filner. But the criticism that Dr. Murphy made that there 
is this whole range of diagnoses that I think you would admit you 
are not claiming any qualification. You are not saying that that 
should be your function an3nvay? 

Dr. McMichael. No, two things that doctors of chiropractic do 
not employ are medication or surgery, which PCP perhaps may not 
be a surgeon but at least would employ the use of medication. How- 
ever, many PCPs don’t employ spinal manipulation, which is a very 
necessary and important care for a large number of citizens in our 
country that have back problems. 

Mr. Filner. Now, I would just say to our staff and our committee 
the problems that they brought up, they kept saying they had prob- 
lems, that is direct access, they kept reading primary care. And 
that is not what is being asked for, and we should make sure that 
that — they sort of have brainwashed us into saying — that is the 
way I read direct access before this hearing. So I think that is an 
important point. 

On the scope of service, that is another point of issue here, I 
think we severely limited the situation with our language in the 
Millennium bill and we need to change that myself Although, I 
would also — every time the VA read that line in the meeting that 
I had in my office with them, and some of you were there, they 
kept reading back pain. Every time, Mr. Chairman, Dr. Garthwaite 
or Dr. Holohan or whoever was there said what the scope was that 
we mandated, what they see is back pain. That is all they thought 
that the scope of service was authorized for. And I think we have 
to make that very clear in legislation, another definition, that goes 
beyond some narrow thing and allows this very bureaucratic re- 
strictions that you heard here today. 

Anyone want to comment on that? Do you agree with me on 
that? 

Dr. McMichael. My understanding was. Representative Filner, 
that in fact in the meetings you had with Veterans Administration 
officials and doctors of chiropractic that you very much encouraged 
them to broaden their perspective on that language. But perhaps 
you are correct, we do need to go back and 

Mr. Filner. We need to write the language. 
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Dr. McMichael (continuing). Draft stronger language. 

Mr. Filner. I think the root of the issue, as Mr. Hendrickson de- 
scribed, is economics hut economics has a way of influencing psy- 
chology and philosophy and practice, and I don’t think any of these 
doctors in VA would say they are trying to expand their market 
services hut they have what has become a stereotype, which has 
ramifications in the economic world, but they have prejudices and 
stereotypes. I think there are two issues, you would be arrested for 
driving while chiropractic in their view. I mean they have this vi- 
sion that you don’t have the slightest idea of what you are doing, 
you haven’t any training, you are different than a doctor and, 
therefore, why the hell should we deal with you? 

Mr. McLean. Essentially, that is it. 

Mr. Filner. If we have to mandate a change, Mr. Chairman, 
somehow because those doctors are not going to change the way 
they think, most of them unless some personal experience may end 
up doing that. 

What point was the doctor tiydng to make with the 9,500 refer- 
rals and the cost of $300,000? I thought that, one, as Dr. Snyder 
pointed out, was very low an 3 nvay. But, two, showed very, I don’t 
know, low reimbursement rate that would probably not encourage 
anybody to be fully integrated with this service in the VA system. 
Did you read that the same way I did or am I missing something 
there? 

Mr. McLean. That is exactly correct. And I see VA patients on 
a fee basis in my office in Virginia Beach. And I have one who is 
in a wheelchair. He is paralyzed. He has no sensation whatsoever 
in his lower back. He is not coming in to see me for low back pain, 
but he has a misalignment in his lower back because he is in a 
wheelchair all the time and it does affect his function and it affects 
the rest of his spine as well. And precisely because he is in a 
wheelchair, the doctors at the VA did not think to send him off to 
a doctor of chiropractic. They assumed he could never benefit from 
chiropractic care because he has had a spinal fracture and the cord 
has been completely severed. 

Mr. Filner. Now, are you reimbursed by the VA? 

Mr. McLean. I saw him 3 years pro bono and now finally he has 
been worked through the system and the VA is reimbursing me on 
him. 

Mr. Filner. I calculate that $30 a visit. Is that? 

Mr. McLean. I would like to get $30. 

Mr. Filner. You are not getting $30? 

Mr. McLean. Not where I am. 

Mr. Filner. Okay. 

Mr. Stearns. 'The gentleman’s time has expired. I want to thank 
the second panel for their attendance and their willingness to wait, 
and we appreciate your attendance. We will now call up the third 
panel. 

Mr. McLean. 'Thank you so much. 

Mr. Stearns. Now for our third panel, but certainly not the least 
important. As I indicated earlier, DOD has had ongoing chiroprac- 
tic services in military hospitals and clinics for a number of years. 
So this experience in a federal health care facility can be very in- 
structive to the VA, the subcommittee and to Congress in general. 
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We have RADM Michael Cowan of the Office of the Assistant 
Secretary for Health Affairs at the Pentagon. He is representing 
DOD, accompanied by Dr. Richard Guerin. And I welcome our wit- 
nesses today. If you would be so kind as to realize your full state- 
ment is already part of the record, but you may proceed for 5 min- 
utes. So we will start with you. Admiral. Thank you very much for 
coming and your patience for waiting. 

STATEMENT OF REAR ADM. MICHAEL L. COWAN, U.S.N., DEP- 
UTY EXECUTIVE DIRECTOR AND CHIEF OPERATING OFFI- 
CER, TRICARE MANAGEMENT ACTIVITY, OFFICE OF THE AS- 
SISTANT SECRETARY OF DEFENSE FOR HEALTH AFFAIRS, 
DEPARTMENT OF DEFENSE; ACCOMPANIED BY RICHARD D. 
GUERIN, DIRECTOR, HEALTH PROGRAM ANALYSIS AND EDU- 
CATION, TRICARE MANAGEMENT ACTIVITY, OFFICE OF THE 
ASSISTANT SECRETARY OF DEFENSE FOR HEALTH AFFAIRS, 
DEPARTMENT OF DEFENSE 

Admiral Cowan. Thank you, Mr. Chairman. If I could ask for 
your indulgence to make one small correction on the witness list. 
I was listed as the deputy executive director and chief executive of- 
ficer. While I appreciate the thought, I am the chief operating offi- 
cer, and that will be easier to explain that to my boss when I 
return. 

Mr. Stearns. That correction will be made. 

Admiral Cowan. Thank you, sir. 

Mr. Chairman and distinguished members of the committee, 
good morning, and thanks for the opportunity to share with you 
the Department of Defense’s experience with this chiropractic serv- 
ices demonstration. As you know, the Department of Defense pro- 
vides health care services to about 3.5 million active-duty person- 
nel and their dependents, as well as two million retirees and their 
dependents. 

The chiropractic demonstration authorized by Congress in 1995 
gave the Department the opportunity to evaluate both the feasibil- 
ity and the advisability of furnishing chiropractic services to mili- 
tary medical facilities. The provision authorized in the demonstra- 
tion required the Department to provide these services at 10 facili- 
ties. It also required an Oversight Advisory Committee to provide 
guidance and program development and implementation. 

In 1998, the Congress directed the Department to expand that 
demonstration into three additional facilities for a total of 13, and 
we added three control sites for comparison. Seven of these sites 
were managed under a primary care management principal, six 
used a patient choice model, and the three control sites I just 
mentioned. 

Over the course of the study, data was collected at each site, in 
the patient choice and comparison sites, the data was collected 
using patient satisfaction survey forms at the initial visit and at 
a 4-week follow-up survey and at the primary care sites the data 
was collected using patient satisfaction surveys, as well as the en- 
counter data. 

The Oversight Advisory Committee, which included six chiro- 
practors and three service members provided assistance to us in 
the development of guidelines, policies, and procedures throughout 
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the demonstration. They also provided regular input and feedback 
on issues such as program methodology, site selection, data collec- 
tion, and operations and influenced several key decisions that 
formed the framework for implementing and then evaluating the 
demonstration. 

As directed in the statute, the demonstration program ended on 
30 September 1999. However, the services continue. The evaluation 
was completed and the final report was sent to Congress in March 
of this year. The bottom line analysis of the data concluded that 
without sufficient funding of this expanded benefit, it was not ad- 
visable to establish chiropractic services throughout the military 
health system, and I will elaborate on that finding. 

All participating facilities succeeded in setting up chiropractic 
clinics with adequate space, equipment, and qualified personnel. 
The start-up costs ranged from $20,000 to $90,000 per site, depend- 
ing on the availability of adequate clinic space and construction 
modification requirements. In sum, we showed that it was feasible. 

Both patients and providers indicate that chiropractic care com- 
plemented and augmented traditional medical care and it was well 
received by the patient population, as has been described pre- 
viously. Additionally, provider attitudes towards doctors of chiro- 
practic changed positively over time and the appropriateness of spi- 
nal manipulation to treat certain clinical conditions was judged fa- 
vorably by traditional providers in our system. 

While patients who saw doctors of chiropractic were more likely 
to show self-reported improvement in health, the expected health 
and economic benefit are not judged sufficient to offset the adverse 
effects on other aspects of the military health system if chiropractic 
services are implemented without adequate funding. The Defense 
health program would have to divert resources from other health 
care delivery requirements to fund this program. 

Full implementation of chiropractic services — that is, implemen- 
tation for all of our beneficiaries — is estimated to cost the Depart- 
ment of Defense about $70 million annually. On the other hand, 
the potential economic benefit from chiropractic care is estimated 
at about $26 million. This partly in increased patient satisfaction 
and productivity, partly in displacing of costs from physical therapy 
and other modalities of treatment. There is also a potential value 
associated with a projected increase in the availability of active- 
duty members receiving chiropractic care, putting soldiers back to 
work. However, the changes in economic value did not translate 
and do not translate directly back into DHP dollars in the form of 
budgetary offsets. 

Mr. Chairman, this concludes my statement. Chiropractic serv- 
ices continue to be provided at the demonstration sites pending 
guidance from the Fiscal Year 2001 Defense Authorization Bill. We 
understood that both the House and the Senate versions will in- 
clude a provision for permanently implementing a chiropractic ben- 
efit at DOD. 

I thank you again for the opportunity to share our experience 
with you, and I welcome any questions. 

[The prepared statement of Admiral Cowan appears on p. 164.] 

Mr. Stearns. Thank you. Admiral. And, Dr. Richard Guerin, do 
you have an opening statement? 
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Mr. Guerin. I do not. 

Mr. Stearns. All right. Let me start with just an observation, 
Admiral. In your cost analysis and whether chiropractic was a 
value, I don’t know how you did an analysis saying that chiroprac- 
tic services did not prove — I think in your words “cost value” — I 
don’t know how you did that, but did you take into account the 
value of patient satisfaction? 

Admiral Cowan. I will try to elaborate. And Dr. Guerin can 
elaborate further because he was directly involved in the study. He 
is from our program analysis shop. 

Mr. Stearns. Okay. 

Admiral Cowan. We felt that the medical care benefits that di- 
rectly related back to putting soldiers, sailors, airmen, and marines 
to duty sooner because we saw that what happened was about $7 
million a year. There were offsets of about $19 million a year that 
would not be spent on physical therapy, occupational therapy, other 
modalities of treatment, whose function would be supplanted by 
chiropractic care. The quality of life and the value from freedom of 
pain are difficult to estimate economically, frankly. We recognize 
those, acknowledge those but cannot put those into an economic 
package. 

I was privileged — personal observation, I was privileged to be the 
commanding officer of a naval hospital at Camp LeJeune, NC 
where there was one of the original demonstration sites. It was a 
bit of a battle to start up. There was a bit of resistance from my 
orthopedic surgeons, and that changed over the course of the dem- 
onstration. The orthopedic surgeons became great fans of the pro- 
gram and our patients were very happy to receive the therapy. 
During that period of time I was battling for dollars to keep my op- 
erating rooms open, so it was simply a matter of prioritization to 
me at that time where our finances go. 

Not so terribly much has changed. Last year, the Department of 
Defense medical treatment system had to have an emergency sup- 
plemental of some fairly large sum of money to fund already exist- 
ing programs. So it is problematic to add new programs, even those 
of demonstrated value, at this time. 

Mr. Stearns. Setting up this chiropractic model and this dem- 
onstration, you said you had some trouble with it and now the pri- 
mary people who complained were the orthopedic surgeons and you 
are saying now that they are on board and there is no trouble 
then? 

Admiral Cowan. Yes, sir, my anecdotal experience at my facility 
matched the statistics and analysis that was done system-wide. We 
have seen a steady increase in the appreciation for and the accept- 
ance of chiropractic modalities among our traditional providers. 

Mr. Stearns. Okay, so is your argument today that if the money 
were available, you would institute across the Department of De- 
fense medical treatment facilities a chiropractic program, yes or 
no? 

Admiral Cowan. We are right now in a waiting mode for the leg- 
islation to come out to guide us. I have direction from 

Mr. Stearns. Yes, but the question would be, sir, is if you had 
the money, in your personal opinion, do you think it merits putting 
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across the Department of Defense in every medical treatment facil- 
ity a chiropractic service? 

Admiral Cowan. I will be happy to answer that in my personal 
opinion, because we do not have a departmental position as 

Mr. Stearns. Okay. 

Admiral Cowan (continuing). We are waiting for the 
congressional 

Mr. Stearns. I don’t want to put you on the spot, but in your 
personal opinion? 

Admiral Cowan. No, sir, my personal position is that if I could 
afford it, I would want chiropractors at my facility as a very impor- 
tant part of the range of services that we provide. 

Mr. Stearns. Okay. 

Admiral CowAN. Semicolon, and I believe, where appropriate, we 
would move those out through the 

Mr. Stearns. Okay, so if I came into the medical treatment facil- 
ity and I was a young airman, would I go first to the primary phy- 
sician in your model? 

Admiral CowAN. Our system is called Force Health Protection. It 
includes primary care managers, so that you have a doctor that you 
go to and, where appropriate, that physician would refer you to chi- 
ropractor, as he would refer you to a neurosurgeon or any other 
specialist. 

Mr. Stearns. And he also refers him to an osteopathic physician, 
too? 

Admiral Cowan. Sir, many of them are osteopathic physicians. 

Mr. Stearns. Oh, you mean the chiropractors? 

Admiral Cowan. No, no, many of our primary care providers are 
osteopathic. 

Mr. Stearns. Okay, I’m with you, okay. So the model you would 
envision is I would come in, meet with the primary doctor and in- 
house would be a chiropractic physician which I could be referred 
to? 

Admiral Cowan. Or by contract or by — we build business prac- 
tices with local providers. In many cases, where appropriate, a 
larger facility might find it a good business case to hire full-time 
chiropractors. 

Mr. Stearns. Okay. 

Admiral Cowan. A smaller hospital might simply contract with 
local providers for some percentage of their care or a percentage of 
their cost. 

Mr. Stearns. Let’s say I came in and I talked to my father and 
he said, “Go to a chiropractic physician,” could I as an airman come 
in, under your model, go to one at my own choice or would I have 
to go through the gatekeeper of the physician? 

Admiral CowAN. No, sir, you would go through the gatekeeper 
physician. 

Mr. Stearns. Okay, and that would be your preference? 

Admiral Cowan. Yes, sir. 

Mr. Stearns. But to establish what you are saying is if the 
money were available, you would have your model in all the medi- 
cal treatment facilities in the Department of Defense? 

Admiral CoWAN. I would be an advocate for that, yes, sir. 

Mr. Stearns. Okay, thank you. Dr. Filner? 
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Mr. Filner. Just briefly, I guess I at some point I would like to 
see the basis of all those calculations, hut it seems to me, Mr. 
Chairman, that in the marketplace where these decisions are 
made, HMO’s and others have said it was cost effective to institute 
the chiropractic benefit. And these are the folks that we always ac- 
cuse of putting the bottom line ahead of everything else. But in 
their words, the bottom line — or in their experience, the bottom 
line seems to have paid off. So I don’t know the difference between 
what the military does and what the private sector does. And I 
would like to see some time the basis of these extrapolated figures 
that you did. 

Just in conclusion, Mr. Chairman, I want to thank you again for 
having this hearing. I think it was very important. I think we have 
a prima facie case of more direct congressional action. I think the 
VA through the folks who were testifying here, just taking off is 
symbolic of their refusal to participate in a real process that would 
have an outcome that would help our veterans. And the misunder- 
standing of what chiropractic services are, the training shows that 
we cannot rely on their advice when we write this legislation. 

We had a bill, I think the chairman supported it. We held back 
really I think, if I recall, correct me if I am wrong, on the basis 
of VA objections. I would say their objections — they have not made 
the case for their objections today, and we should go forward. And 
if they don’t want to participate in a real dialogue, then we will 
have to go on with what we have determined on our own and 
through this hearing. 

So I did learn a lot, and I appreciate the Defense Department 
also being here. Admiral, you have us somewhat of an objective 
stance here. But I think we ought to look at those figures in more 
depth. And I thank all the folks who came today and who stayed 
around to hear the other side’s testimony as well. 

So, again, thank you, Mr. Chairman. 

Mr. Stearns. I thank my colleague. And by unanimous consent, 
I wish to put four letters in part of the record. One is a letter dated 
September 28, 2000 from the American Osteopathic Association. 
The second is a letter dated October 2, 2000 from the American 
Physical Therapy Association. The third letter is a letter dated Sep- 
tember — excuse me, October 3, 2000 from the World Chiropractic 
Alliance. And the fourth letter is a letter dated October 3, 2000 
from the American Medical Association. 

By unanimous consent, so ordered. 

(See pp. 61 to 70.) 

Mr. Stearns. I want to thank the third panel for attending and 
waiting. I would point out to my colleagues and everyone that part 
of the report language, we talked about what we had in the Millen- 
nium Health Care bill but in every bill there is report language in 
the back, and the report language defines — uses a term to include 
“rehabilitative services and other unspecified services that the Sec- 
retary determines to be reasonable and necessary under a fee basis 
arrangement or within.” So that there is report language that the 
administration could use as a guide, not just quoting what is in the 
bill itself. 

Let me just in a personal note say this is my last hearing as sub- 
committee chairman. It has been an honor and an education for 
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me. And I appreciate the opportunity to do it. I thank Mr. Stump, 
our chairman, for allowing me to be the chairman of this great sub- 
committee and, of course, working with the ranking member, Mr. 
Evans, and also Mr. Gutierrez, who has been a fine and able rank- 
ing member on the subcommittee. And I look forward to working 
with these individuals in the next Congress. 

And with that 

Mr. Filner. Mr. Chairman? 

Mr. Stearns. Yes? 

Mr. Filner. And I thank you for your leadership. Six years al- 
ready? 

Mr. Stearns. Yes, 6 years already. 

Mr. Filner. And I think you can look back as sa 5 dng that you 
had some real impact for improving the health care of all our veter- 
ans, and I think that is what we all want to try to do. So I appre- 
ciate your efforts. 

Mr. Stearns. Thanks, Dr. Filner. And the subcommittee is 
adjourned. 

[Whereupon, at 12:10 p.m., the subcommittee was adjourned.] 
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APPENDIX 


DcpartniMit oi Veteraiu Affairs VHA DDlECnVE 2000-014 

Vctaraos Admiiiistratloo 

Washin8toii,D.a, 20420 May 5, 2000 

CHIROPRACnC CASE AND SERVICES 

L PURPOSE: This Veterans Heahb Adzmnirttaison CVHA) directive establishes policy and 
guidance related to VHA chiropractic care and services. 

Z BACKGROUND 

a. OnNovonber 30. 1999, Public Law (Pub. L.) 106-1 17» the Vetenns* MULeaniumlfoalth 

Csie and Ben^ts Act (tbe MiUeDniuiiL Ad) was signed into law. Section 303 of the Millecmiiim 
Act icquirea ttK Under Secretary for Health, within 120 days from die date of enactment, and 
after coasuhadon with chliopractna. to esittbUsh a VHA -wide policy regarding the use of 
dnTDprBcdctreaimeotinfoecaieafvetersDas. The aatntery lan g uag e es tah1i«b t=K no parameters 
with respect to such policy, eroept for the oonaaltatiDo requixesneot Subsection (b) of section 
303 limita dm definititti of the term, “^uiopnccic trestniciiC to tbe manipuiabtsi of the 

spine for the treatment of ‘‘Bocb nuaculoalrelctal eonditioas as foe ScoeUry consoden 
of^proprlate.’* Hie law **diiitqinctQX^ as an individual is liconsed to practice 

cbirapnctic in foe State in which foe individual performs chiropnctic services; and bolds foe 
degree of doctor of diirapiacdc ftom a dnropxactic college acciedhed by foe cm 

Cbxropractic EdncatioiL'' A group of VHA officials met with representatives of the leading 
cttifopractic arganizatiMis on FdKtiary 24. 2000. for purposes of ransultation » rpedfied in Pub. 
L. 106-117. 

b. When oonaidcring the scientific evidence co n oe n iing chir oprac tors, it is important to keep 

in min d two ztfouied, but distinct, con oep tt. Spinal maaipolsiioD is a f o rm of manual thenqiy foot 
is used by e fat ropractocs. physical therapiat&, osteopaths, and scape medical doctors. CSuropnctic 
treanmit foeqaently Involvea ^liiial maaahndatiQD, but izur|r also other nan-fonist manual 

thcrapicK, such ae mobilizatiau and masiagc, as well as advice about exereisea, nutrition, and 
proper diet. Prior atucUes estimate that 70 to 90 perecot of patients prcsentuig to chixopracters 
will be treated with spinBl manipulation. 

c. Ihcxe is sufficient evidenoe in the focm of randfimixrd cl^cal trials to conchxle that spinal 

nwiipiiation u a modeatly efficaaous focm therapy for some patients with uncomplicated 

low-badc pain. Theae data indude ctinical trials where the manipulations were provided by 
physical foerapista. oceeopafoa. and chiropracton. There are no trial data to n^port a 

position that spinal znonipolatiOB dslhrer^ by chif op r a ct o r s is more effoctive or less risky than 
spinal mtilpiilarion delivered by any ofocr type of practitioner. 

d. What is not established is the effecti v eness of either spinal manipalatiou or chiropractic care 

relative to other fonna of care for patients with low<back pain. For estample, a recent high-quality 
randomized clinical trial published in tire StaiiUmH (November 1999, 

Vol. 341) con^Mredchitojanctic care to physical tlienpy care or self-care. Both tbe ctairopiactlc 
grenq) and foe physical foenqiy group had small benefits compared to tire patients receiving aelf- 
care. but there were no differenoet between the chiropiactic group and the physical foerapy group. 
Furthermore, both cturoprnctic care and physical thesrspy caro cost mcne per patient than self-care. 


THIS VHA DIRECTIVE EXPIRES MAY 5, 2005 
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e. Jbe cost-^ccdvencss of cfairoprectic is uncotan. ObservatiODal studies based on 
riaims ox workmco's compttisstioa data tend to suggest that chiioprai^c core is of lowex 
w hile scdentific and rigorous randomized disucaA tzul data repeat chiropiBctic cate is more 
expensive. 


f. Health Care Financing Adunniatration (HCFA) legulaiioiis regazdiog leirDburscm^ of 
chiropractic care are clearty la Section 2251 of the HCFA Carrm Manoal. Coverage 

of chiropractic service is specifically limited to treatmcDt by meana of manual manipulafion. 
Chiropractic care is. tfaerefoic, IhniteH to the treattoeat of spinal snbhiXHtion tbM. is documented 
by d^er physical examinatioa or by x-ray. NOTE: FuUdaaisrtiatedtoddnpTaEsiccare 
coverage and limiiations as defined by HCFA con he femnd in the HCFA Carriers Manual 
Section 225 J. 

3. POUCY 

a. h is VHA policy that VHA XEBchcal cectan and clinka may ofia cbnopractic spinal 
xoBupulatfre thoapy fbftauacnlosbdcfal probkms of (he apiDC. Following arcfienal from a 
Departmeat of Veterans Af&iis (VA) cUnidan. chdropnctic servleea may be aothorized 
consistent with Title 38 United States Code (U.S.C) 1703(aX2XB). ;VOrBr Title 58U.S.C 
authorizes VA to contract for non^VA medioal sendees for vetertms receMng VA care and who 
require additional care to complete dieir treatmenL It is recommended duit when such services 
are authorized under dus authority, payment for non-VA outpatient chiropractic care should he 
set up as an individual authorization ondpaidArougk dte Fet-hasis payment process m the 
Veterans Heath Integrated Systems and Technology ArchiteaureiVissA), Facilities may 
procure local contracts far chiropractic serdeei when it is determined that the need for such 
services is nescient to support the contract actum 

b. VKA will collect infcamatioii on the utilization of chhopnctic consoltatian and services by 
VAsufl VHA has not devdoped a body cd experience on the type and amount of chiropractic 
services VA fadUtics will rcqirire or utilhEe. and thexo art odther current established 
auftinrtzatioo for ^dncxocat dot credeotiaUiig rcquircroents for chitopracten in HUe 38. 

4, ACnON 

a The determixLBtion of the level of necessary chiropractic mvices is best made at the facility 
or the Veterans iategrated Services Networit (VlSN) level. IfOTE; The need for tddrapractlc 
services is likely to be effected by many local or regional factors, such as die burden of illness, 
availability and access to eheTtianVe serviees, (e.g., physical diaropyh urban versus rural 
environments, patient prefere nc es, etc. Dehneatmg a natumoBy toffbrwi reqidrementfar the 
frequency, intensity arul duration chtrapraede services, without regard to local ex^cTicies, 
wotdd be Inefficient and puqsprvpriare. 

b. VXSNsand/br medical eextten will develop a local policy for ddropracticcait and Eervices 
within 120 days of the publicatirm of tius policy. The V15N or local pdicy must address die 
following: 


2 
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(1) Tbc provision of provider B f\d padent infomadra and edocation related to diiropiuctic 
aervices. 

(2) The Ideatific^ion and coUoction of data related to the proviaioD of chiropractic services 
That caa be coDected aod analyzed oationally. At a mmhnimi, VISNs and/or fadlides must 
ensDie that the foUowing will be c^tured in existing Fee Payment Package (VistA) files and/or 
the medical lecord; the: 

(a) Reason for referral. 

(b) ./^jplicable International Qaasification of Diseases. Bdition. ninical Modiflcaiiaa 
(KD-9-CM) code, 

(c) Current Procedural Terminology CCPD-4 code, 

(d) Number of treatments provided. 

(e) Cost per visit, and 

(f) Results of ticatment 

(3) The meehaTije in(a) and process (es) that will be utilized to authorize, provide, and evaluate 
the appropiiateikess end effectiveness of chii^^TFactic services. 

(4) DeUneafte how ddn^actic care will be incorporated into the existing local qnali^ 
reviews, local utiHzatiem management policies, and local credentialing and pfivilegmg polidea 
(in aocordanco with VHA Handbook 1 100.19) in a manner that assures an appropriate level of 
oversighL 

C. Medical emters and VISNs must ensure that cfa ii Dpractic services are provided cmly by 
individuals who are licensed to practice chiropractic in die State in which die individual pcxfoims 
cturo p ractic aervices; and who bold die d^rce of Doctor of Chiropractic from a cfairopiactio 
college accredited by the Council on Chiropractic Education.*’ 

5. REFERENCES 

a. Public Law 106-117. Section 303 of the Veterans’ Millennium Health Care and Benefits 
Act, 

b. Title 38 United States Code 7402Cb)(l<^. 

c. VHA Handbook 1 100.19, Credentialing and Privileging. 

6. FOLLOW-UP RESPONSIBILITY: ThoQuef Patient Care Sovices Officer (11) is 
responsible for the conirats of this Dire^ve. NOTE: Questions may be directed to the Office of 
Primary and AmbuksXory Care at (202) 273-855B, 
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7. BESOSSION; This VHA. Dii«tive cspins May 5, 200S. 


S/ Frances Mviphy, M J>. foi 
Thomas L. OaithwaitE, MD. 
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DEP^iRTMENT OF GoyFRh'MENT RcLATIOSS 


American Osteopathic Association 


1090 Vermont A\t.., N.W., Sunk 510, WASniNGTOX, D.C. 20005 • 800-9(52-90 08 • 202-414-0140 • F.ax 202-544-3525 


September 28, 2000 


The Honorable CHIT Steams 

Chairman, Veterans Affairs Subcommittee on Health 

U.S. House of Representatives 

338 Cannon House Office Building 

Washington, DC 20515 

Dear Chairman Steams: 

As President of the American Osteopathic Association (AOA), which represents the nation’s 
44,000 osteopathic physicians, I would like to thank you for this opportunity to submit 
comments on proposed changes in the Department of Veterans Affairs Chiropractic Policy. 

Background 

Osteopathic medicine is one of two distinct branches of medical practice in the United States. 
Osteopathic physicians are licensed in all 50 states. They practice in over 23 specialties and 
subspecialties, in hospitals and clinics around the country and in several foreign nations. 
While allopaihic physicians (M.D.) comprise the majority of the nation’s physician 
workforce, osteopathic physicians (D O.) comprise more than five percent of the physicians 
practicing in the United States and a significant perc^tage of physicians serving in the armed 
services. Significantly, D.O.s represent more than 15 percent of the physicians practicing in 
communities of less than 10,000 and 18 percent of physicians serving communities of 2,500 
or less. 

We also feel that it is important to outline the education that each osteopathic physician 
receives and the process that enables a studoit to obtain the doctor of osteopathic medicine 
degree, complete post-graduate training and eventually obtain a license to practice. Prior to 
entering a college of osteopathic medicine, students must complete their undeip-aduate 
education. Although the requirements for admission to osteopathic medical schools vary from 
college to college, there are basic academic standards that must be met. These requirements 
include an exceptional academic record and achievemrat of a satisfactory score on a required 
admission exam. Applicants must demonstrate personal characteristics that reflect the ability 
to achieve in the rigors of osteopathic medical education and eventually the practice of 
medicine. 

During the first two years of osteopathic medical education, each student must participate and 
show proficiency in classes that focus on the basic sciences, clinical sciences and social 
sciences. The tMrd and fourth years of osteopiUhic medical education focus on the clinical 
training of student doctors. This clinical training consist of clerkships performed in hospitals, 
clinics and private offices in the primary care specialties (internal medicine, family medicine, 
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pediatrics) as well as many other specialties and subspecialties (surgery, cardiology, 
neurology, obstetrics and emergency medicine). 

An additional and distinct difference between osteopathic physicians and their allopathic 
colleagues is the traioiag in osteopathic manipulative medicine (OMM). Each physician that 
graduates ih>m a college of osteopathic medicine has received didactical and clinical training 
in OMM. 1 would like to stress to you that the education of osteopathic medical school 
students in OMM is not optional, it is a requirement. This training in OMM allows our 
students to enter the practice of medicine with an additional skill unique to osteopathic 
physicians. These skills allow D.O.*s to better diagnose and treat patioits with 
musculoskeletal symptoms or illnesses related to musculoskeletal dysfunction. This unique 
set of skills was a fimdamental reason the osteopathic profession was established in 1892. 

Upon completion of the four year curriculum, a student receives the doctor of osteopathic 
medicine degree, and begins post-graduate training in the chosen specialty. Graduate medical 
education is required for each osteopathic physician. 


Mr. Chairman, the AOA is a strong supporter of the Department of Veterans Affairs and the 
Veterans Affairs Health Care system. We strongly support the Department’s efforts to 
provide quality health care to our nation's veterans. However, we must oppose the proposed 
language designed to implement the Veterans Health Administration Chiropractic Policy 
Directive of May 5, 2000. 

The AOA supports veterans’ access to diiropr^tic services, but remain concerned about 
efforts made by chiropractors to expand their scope of practice beyond the bounds of thdr 
education and training. The issue of chiropractor scope of practice is heavily debated in the 
individual states. The AOA remains opposed to any legislation that would allow 
chiropractors to provide services for which they are not trained. We offer the following 
responses to the proposed legislative language. 

« Direct Access (without requirement for a refermD to doctors of chiropractic at all 
medical faciUties of the Department of Veterans Affairs. 

The AOA feels that access to chiropractic services should be governed by the same 
regulations that ^)ply to all other sovices such as physical therapy, occupational therapy and 
speech therapy. By allowing direct access to chiropractic therapy, you would eliminate the 
inqK>rtant process of physical examination and medical history by an osteopathic or allopathic 
physician. Any patient seeking care, regardless of symptoms, should first be examined by a 
physician. This allows for an overall evaluation of the patient’s condition, diagnosis and 
formulation of a treatment plan. 

We also are concerned about direct access based upon our belief that chiropractic therapy 
should be part of a treatment plan for a particular patient, not the sole treatment plan. Many 
patients may also require phannaceutical treatment in conjunction with physical, occupational 
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or chiropractic therapy. Hence, the AOA believes that patients receiving any type of 
therapeutic treatment should remain under the supervision of the primary care physician. This 
allows for continuity of care that is constantly evaluated by the patient and physician. 

• Full scope of practice of chiropractic health services, to include as an absolute 
minimum, care for neuromuscnioakeletal conditions typical ef those aiTecdng all age 
groups within the eligible veterans populations serviced by the Department of 
Veteran Affairs. 

Chiiopractois are not fully licensed physicians. Therefore the AOA challenges this proposal 
because we believe that chiropractors lade the proper education and training to be given "full 
scope of practice" in the care of musculoskeletal or neurologica] conditions. Many medical 
and neurological conditions often present ss musculoskeletal disease and should not be treated 
with manipulatian. These serious medical conditions, that often present with musculoskeletal 
symptoms, require an understanding of complicated medical information not generally 
obtainable ftom chiropractors. 

The AOA believes that doctors of chiropractic do not have the necessary medical knowledge 
or clinical training to be given a "full scope of practice” in die care of musculoskeletal and 
neurological conditions. Although many conditions are treatable via osteopathic manipulation 
or chiropractic treatment, this course of treatment should be prescribed by an osteopathic or 
allopathic physician after the padent has been thoroughly examined and evaluated. 

• Allowance for doctors of chiropractic to act as referring primary care physicians in 
the Department of Veterans Affairs medical facilities that are In areas designated as 
medically nnderserved. 

The AOA adamantly opposes chiropractors being classified as "primary care physicians” 
under any circumstances. Again, we point out that doctors of chiropractic do not receive 
training equivalent to osteopathic and allopathic physicians. The AOA strongly challenges 
their classificstion as physicians. 

We share in the desire of the Department of Veterans Afiaiis to provide access for veterans in 
underaerved sreas to physicians. However, we do not siq)poit the concept of access to 
inappropriate care. The American public has standards and csqiectations for their “piimaiy 
care physician.” It is our view that chiropractora are unable to meet these public standards 
and expectations. Again, we base this opinion on the education and clinical training of 
chiropractors versos osteopathic and allopathic physicians. Furthermore, we feel that the 
classification of chiropiactois as primary care physicians, would constitute a 
misrepresentation of their qualifications to the public. It would be inappropriate for the 
Veterans Administration to establish a lower standard of care for those who live in rural or 
underserved areas. 
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Sumnurv 

In closing, the AOA thanks you for the opportunity to submit comments to this distinguished 
committee. The AOA does not oppose veterans access to chiropractic services, but we cannot 
su{^rt several proposals that the American Chiropractic Association has submitted. Our 
opposition is based upon the belief that the expansion of scope for non-physician providers, 
including chiropractors, prevents patients from receiving the quality of care that they expect 
and deserve. 

We strongly oppose expansion of the scope of practice for non-physician providers and 
defend this position on the basis of the stark differences in education and post-graduate 
training that exist between chiropractors and osteopathic and allopathic physicians. Undo* no 
stretch of the imagination do doctors of chiropractic receive an equivalent education to 
osteopathic or allopathic physicians. Their education and clinical training is limited to, and 
strictly focuses on, chiropractic techniques and treatments. We are unaware of any 
sufficiently substantiated evidence (hat establishes the chiropractic community has met the 
necessary standards to expand their scope of practice. 

In contrast, D.O.’s receive an extensive and expansive education in the basic and clinical 
sciences. They complete two years of clerkships focused on all areas of medical practice 
followed by a minimum of three post-graduate training years in a field of their choice. This 
diif«ence in education and training historically has differentiated physicians from non- 
physician providers. We believe these differoices should be the basis of tenninating the 
proposal before the committee. 

Again, thank you for the opportunity to share our positions with you. Our Department of 
Government Relations, located in Washington, D.C., is available to respond to any questions 
you or your staff may have. 


Sincerely, 



Donald A. Krpan, D.O. 
President 


C: Members, Veterans" Affairs Health Subcommittee 

AOA President-Elect 
AOA Board of Trustees 

AOA Council on Federal Health Programs (COFHP) 
AOA Executive Director 
AOA Senior Staff 
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October 2,2000 

The Honorable Cliff Stearns 

Chainnan, Health Subcommittee 

House of Representatives Veterans’ Affairs Committee 

335 Cannon House Office Building 

Washington, DC 205)5 

Dear Chairman Stearnsi 

Thank you for the opportunity to provide comment with regard to the Committee’s 
cooatdmtion of direct access to ci&iropractic care and services within the Veterans’ 
Health Administration (VHA). ARTA suppoils all Vetenns having direct access to 
app ro pri a te healdi care servkaa. Improved access to health cam will encounge 
preventative care, reduce long-term health care needs, and provide improved health 
outcomes for Veterans. 

While APTA has no formal poartioQ with regard to direct access to chiropractic care 
and services within the VHA, the Section on Veteran Affairs of APTA is concerned that 
VHA beneficiaries may not be s^roprlaSe candidates for spinal manipulation given that 
they arc largely a geriatric population. It is also apparent that comparable services are 
presently available to beneficiaries who require »u(^ care. These ^dinga are also 
supported by the VHA’sMay 2000 policy directive relating to chiropractic care and 
services: 

“Substeiion (b) 0 / section 303 hmits the deflniticn of tht trrm ‘'chiropractic treatment " 
to the manual mmipuloiion of the spine m ireatmient of ”svch imunJoskeletoI 
conditions '* as the Secretary considers appropHate. “ 

**Spinal maniptdation is a form of manual therapy that is used by ehiropraetors, 
p^ical therapists, astet^taihs. and some medical doctors. " 

"There are no clifrical rrltd data to support a posUion thca spina! manipulation 
delivered by ehlrppra e t o r s is more effective or less rtsl^ than spinal manipulation 
delivered by any other type of practitioner. " 

APTA does, however, support the right of an individual to olaain treatment from a 
licensed health professioaji qualified to provide the health care service where and when 
he or she may choose. Thus, APTA urges the Committee to consider the military 
model of unFeSDictad access to car* with respect to rehabilitation services as it 
considen providing greater access te care for beneficiaries. 
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Think you for the opportuni^ to cotnm«nt inregird to tbeCoounitlM’scoDsi^mtion of direct 
access to chiropractic services. The American Physical Therapy Associotiofi (APTA) represerrts 
ever 65,000 znembers and hs goal is to fester advaacement in physical therapy prectioe, edueotien. 
and feaeorch. 


Sincerely, 


>inq|^C8rland, Eoq. 

Director. GovcmiDcnt Affhirs 
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TESTIMONY 


Sabm^ted by: 

Dr. Tcny A. Rondberg 
President, World ChiropriKtic Alliance 
2950 N. Dobson Rd. Suite 1 
Chandler, AZ 85224 


TO; 

Comraittee on Veterans Affaiis 
Subconunittee on Health 

Hearing on Chiropractic Service in the Veterans Administration 
Tuesday, October 3, 2000 
10:00 a.ra. 


My name is Dr. Terry Rondberg. 1 am a doctor of chiropractic and 
president of the World Diiropractic Alliance (WCA), 2950 N. Dobson Rd., 
Chandler, AZ 85224. ] am also the pid^lidter of The Chiropractic Journal, 
the voice of the W<vld Chiropractic Alliance, li is a monthly publication 
which reaches more ilten 50.000 chiropractora io the United States and 
thousands ofadditional chiropractors worldwide. WCA is the only 
national organization which reaches all doctors of chiiupactic every month 
with every issue. 


The World Chiropractic Alliance is a ntsi-proiit organization of doctors of 
chiropractic, with members in every state in the United States and in 
numerous nations around the world. I qpreciaie this opportunity to submit 
my comments for the record of the Subcommittee. 


The WCA would first like to thank the Congress for its efforts to 
incorporate chiro|xmctic into the Veterans Affairs Health Services. Time 
and again, scientific research has shown that chiropractic can be effective in 
improviog health and weibess in a wide range of patients. It provides! 
unique and drug>free service which can reduce health care costs in many 
instances. 
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In addition, by supporting direct access to chiropractic by any patient wishing such cart - without 
refond by a medical doctor — Congress is protecting patients* right to choose the health care 
method best suited to them and th^ individual bealdi care needs. 

However, the World Chiropractic AUisnoe is very concerned with the description of chiropractic 
services included in HR 5909. The current wording specifies that the VA pint for chiropractic 
shall include ‘‘care for oeuromusculoskeletal conditions typical of those acting all age groups 
within the eligible veterans population...** 

This tenninology has the effect of defrntng chiropractic as a treatment for neuromuscuJoskeletal 
conditions, which is inaccurate. For many, if not most, chiroiaactora. chiropractic is not a form of 
medical tr e atm ent but rather a unique health care discipline dealing with nic correctioo of 
vertebral subhixacioa. 

For more than 25 years, chiropractic has been covered as a Medicare benefit m 42 USC 139Sx 
(5), which limits c h iropractic savicet to manual correction of spinal subluxations. The Medicare 
beitefit does not include fdiystcal therapy services. The only "condition'* covered is spinal 
subiuxatioiL 

The diagnosis and correction of vertebral subluxatioo is also the purpose which defines 
diifoprectic in most ^ate licensing laws and is the defmition su^xxied b>' the Council on 
Chiropractic Pracdoe Clinical Practice Guidetme, Number I , **VeTtebral Subluxation in 
Chiropractic Practice,** which has been entkxrsed tod adopted by numeroiB state, regional, and 
national chiropractic associations. 

Finally, it is tbc defimtkm used by the Worid Chnopractic Alliaoce. in its role as an NOO with the 
United Natioas Dqiartoieiit of Public biformatioo. when woihing with other heattb care officials 
worldwide and during il$ discussions with die World Health Oipuization. 

To understand dte controversy raised by this bill. It is important to realize that there are two major 
schoob of thought in the chiropractic professiem. 

The first is commiaed to positioning chiropractic as a sepaiate and distinct discipline in the 
healing arts, which does not du|rficate existing medical services. It is directed toward the 
oorrection of vertebral subluxations. which interfere with the function of the nervous system. 

The second school of thou^t considers chiropractic to be a limited medical specialty for the 
treatment of certain musculoskeletal disorders. Proponents of this posidon embrace a broad array 
of thCTapeude interventions including manipulation and physical therapy modalities. This 
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necessarily encroaches on the practice of medicine and physical therapy. 

By failing to define chiropractic as the analysis and correclion of vertebral subluxation, the current 
wording in HR 5909 excludes an entire category of chiropractic. If passed with this wording, 
thousands of licensed, capable doctors of chiropractic would be virtually barred from providing 
subluxalion-correction services dirough the VA system. 

The WCA and the thousands of doctors of chiropractic it represents cannot support any 
legislation that excludes a large portion of the profession. In order to wui support, any proposal 
involving chiropractic sen'ices within the VA system needs to cover the following; 

1. Chiropractic examination and adjustment to correct veitebral subluxations — Physical therapy 
and rehabilitatioD services are already avaitabje within the VA system; chiropractic examination 
and adjustment to correct vertebral subluxations are not. This provides consistency with the other 
existing Federal program, is the more cost-effective approach, and satisfies legislative intent. 

2. Direct access to chiropractic care - Only a chiropractor is qualified to detennine the 
appropriateness of chiropractic care. Direct access would also eliminate the costs associated v;ith 
a screening process by other providers. 

3. Adoption of Council on Chiropractic Practice Clinical Practice Guideline Number 1, 

“Vertebral Subluxstion m Chiropractic Practice” - This evidence-based guideline is current and 
was distributed to U.S. chiropractors in 1999. It was produced by an interdisciplinary expert 
panel, and underwent peer review by 195 chiropractors in 12 countries. The Guideline was the 
first to be included in the AHCPR National Guideline Clearinghouse. 

The World Chiropractic Alliance and the thousands of subluxation^based chiropractors it 
represents throughout the world stand ready to work widi Congress as it moves toward a full and 
comprehensive role for chiropractic in the VA, 

I thank the members of the Veterans Affairs Committee for their efforts on behalf of chiropractic 
smd for considering the World Chiropractic Alliance perspective on this matter. 
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American Medical Association 

Physicians dedicated to the health of America 


E. KateUffie Andereoilf Jr., MD 516 North State Street 312 464-6000 

Executive Vice President, CEO Chicago, Illinois 60610 312 464 4184 Fax 



October 3, 2000 

The Honorable Cliff Steams 
Chairman 

Subcommittee on Health 
Committee on Veterans Affairs 
US. House of Representatives 
338 Cannon House Office Building 
Washington, DC 20515 

Dear Chairman Stearns: 

On behalf of the American Medical Association’s (AMA) 300,000 physician and medical 
student members, I strongly urge you and the members of the Veterans Affairs 
Subcommittee on Health not to pass legislation that would expand the scope of 
chiropractic privileges beyond VHA DIRECTIVE 2000-014. 

As you know. Section 303 of the Veterans’ Millenium Health Care and Benefits Act (P.L. 
106-117), which was considered and passed out of this Subcommittee, included a 
provision that requires the Department of Veterans Affairs (DVA) to establish a policy 
regarding the role of chiropractic treatment for veterans. This policy was effectively 
established under VHA DIRECTIVE 2000-014, which allows VHA facilities to offer 
chiropractic spinal manipulative therapy for musculoskeletal problems of the spine 
following a referral from a VA clinician. Further, DVA appropriately provided the 
regional VHA networks with the flexibility to determine the level of necessity for 
chiropractic services at the local level. 

The AMA believes that expanding current statutory authority regarding the role of 
chiropractic services could lead to a substantial decline in the quality of health care 
provided to VA patients. We would especially take exception to any legislation that would 
allow chiropractors to serve as primary care physicians in VHA facilities. Chiropractors 
simply do not possess the years of specialized medical education and training of 
physicians necessary to engage in the practice of medicine. In addition, such a departure 
from the traditional patient-physician relationship is, at the very least, a significant public 
policy shift and could be in conflict with state health care licensing laws and regulations. 

For the same reasons, we believe that this Subcommittee should not provide chiropractors 
with a special exception for direct access to VA patients without a referral. Not only could 
this result in underlying medical conditions going undiagnosed, it could preclude other 
more appropriate courses of treatment from being considered by the patient and the 
physician. In addition, forcing VHA facilities to provide direct access to chiropractors 
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could undermine other more appropriate therapy programs already established within such 
facilities. A better approach is to continue to allow VHA facilities to determine the level 
of necessity for chiropractic services at the local level. 

1 appreciate having the opportunity to comment on these issues that could adversely 
impact the quality of care being provided to our nations’ veterans. The AMA stands ready 
to work with you at any time on this or any other matter. 


Respectfully, 



E. Ratcliffe Anderson, Jr., MD 


cc: Members of the Subcommittee on Health 
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Fdjnany 23, 2000 

Thomas F. Canato, RADM, USPHS 

Chief Ojpentiiig Officer 

TRICARE Management Activity 

OASD-HA 

SkyBne Five, Suite 810 

5111 Leesburg PDte 

Falls Church, VA 22041-3206 
Dear Admiral Carruto: 

As the chiropractic rqmsentatives on the Oversight Advisory Committee (OAC^, we have 
reviewed the February 10, 2000 Birch & Davis vemitm of the diiioptactic Healtt Care 
DemonstratioD Program (CHCDP) Final Report We received copies of the document on 
February 16, 2000 and were granted hist seven days to review and sblmait our commeots. . This 
is glaringly insufSdeot tune to review and conunent on a report in excess of 650 pages widi 
numerous tables and statistical analyses. Our comments on the initial Bitch & Davis draft were 
conveyed to you in our letter of December 1. 1999. Bitch & Davis toede almost tiiree months to 
revise their preliminary rqrort. We are, therefore, complymg with ftiis athibaiy deadline, but do 
so under protest and olgect to the inordinately short amount oftime provided to us for review. 

In the course of our review, we have identiiied numerous shortcomings and incoosiEteDciea that 
need to be corrected prior to the report being aubmitled to the Congress. As membere of the 
OAC, we do not approve or endorse certsin portions of ftie Birch & Davis report, in fiicar cuueut 
fotin. Clesrly, the rqKut sftests to the feasibility of providing chiropractic services in the 
Military Health System (MHS). However, we smugly disagree witii tbe asaertiona againat the 
advi ssWHty of integrating e fai r opr ac tic care into the KMS since an analysis we are in tire piccess 
of coniple^g dearly shows sipiificant savings. It is our professioDal opinion ftiat if these 
concertu ate adequately addressed, tbe rqrotl will clearly conclude that integrating chiropractic 
care iota tbe MHS is felly advisable 

Our coDceins ate listed below. They indude the isues that were articulated in our December 1, 
1999 letter but were not addressed and new concerns based on our review of the revised Birch & 
Davis rqxnt 

1 . On page xofthe Bitch & Davis revised report, tbe discussion of OAC 

involvement in all stepi related to tbe development of programs, polides, and 
procedures is not factusL It sbaiplycoirtradicls tbe lack of input that we were 
affmded. Instead, there was a dear pattern of bolding the cfahoprscticinemben 

of tbe OAC at arm’s length from fee analysis ud editing process, ftmeby 
preventiitg our input until the final stages of rqwrt prq>iiation, providing 
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hisoiBdeot opportunity for review aod commeDt, md offering no timely feedback 
on wbetber or bow our suggestions were incoiporated into subsequent edha. Only 
one cbiropractic tnenfoer of the OAC was provided &ect access to infoimatirm 
regarding the data analysis, review of findings, and writing of the final report 
This individual was requ ir ed to sign a confidentiality agreemari in Fdnuaiy 1999 
and was instructed not to inform, communicate, or divulge informatian relive to 
the final evaluation plan of the OICDP to any other members of the OAC insnite 
pf the statutory re ouirement in Se ction 702 of the Natitmal Defense Auth missrion 
fret that (be O AC activelv ositic iDste in the mmlemenUtion nlm. ‘lUs 
contradii^ the Birch & Davis statement that *Tbe OAC was instrumental in 
several key dedsions that fonned the fiameworit for implementing and evaluatmg 
the demonstration.*' Ahhouah onr innut was occasioriallv solicited, we did nnt 
have involvement in and did not sonrove msnv aspects of the analytical aimmacK 
gpH the final report 

2. The entire tone ofthe Executive Sununaiy hat been changed beSween the initial 

Biich A Davis draft and the Fdauaiy 2000 document The tcoct of ftia Executive 
Summary qipeats to have been altered fiom an everihasided summary to one 
vrineb clearly emphasizes negative viewpointa. Fcresai]]ple,anpagezofft>e 
initial draft versioa of the Executive Summary it states addition, ftte data 

srqipott the acoqitance by ttaditiooalMTF health care pwvideta regarding 
int^rating chiropractic services and treatnunl mod alMta vritkin the kfTFas 
evUlenctd by ih^ Yrihmgnas to r^er lo danjmctic aarvices.’' 

(Enqfoisis added) This sentence was edited ont of the leviaeddocnment and a 
new sentence added to the feasibility diicuasioD Qiage id) that coda with die 
n^ative statement “..Aur the majority cf traditional dinidana percqttloia 
remained nagattm.” (^osfAadtaAdtd) Tina would indicate that m oitiidy new 
intopretation of CH^P results was created between the initial and cumnt 
vetsioni of the rqxut. In iact,MTFc]inicimi had mose positive opmiesN about 
Doctors of (^bmqmctic and tbeir abilities cn die foBomMg) survey. Bhdidt 
Elsvis conclude that, among tradititmal providers, iftiiiDpractic care was judged 
more favorably over the course of foe CHCDF. 

3. The Birch & Davis final report tries to downplqr (he ssvinga attributable to 
chiropractic care by emphasizing budgetary “scaring** isMca. ForcxnDple,tbe 
rqmt correctly concludes that chiropractic services reduce foe need for inpatieat 
hoqntalizstians and recognizes a pfoysicBl therapy cost ofEmt, but minimiCT. giese 
savings by clainiing'foat they do not directly accrue to the MIF. Essentially, file 
repeat triea to obscure the clear savings shown for cUiopsacific services by 
retreating behind Congieasicaal scoring iwoes. 

4. The data tyonvfoich the cost analysis and advisability rec on i nw i i di t ion ire based 
are limited to only medical encounters wfocae gcnenl lower bsdc psin is fix 
primary diagnosis. Cost data on medfoal enconniets for tbs ceunpirisoB md 
intervention groiqis for related ccixliticxns are rniBsing frean the data bate. 



74 


Therefore, the costs csiimaled for all grouw m the flodv. pwticulglv the 
compariaon aeup. are »igniiicantlv underettimated. For example, cosU for a 
person in the comparison group nrith an initia] diagnoms of lower back pain who 
later has another diagnosis that leads to hade Buigeiy are not in the data base. 

Birch & Davis did not address diis issue is dieir levisicns. 

5 . A recommendation that future utilization of chiropractic services should not 
include artificial limitatiaDs on the teope of practice or clinical piivilegee of 
chiropractors, as the Deaionstiatian did, should be irrcorpoiated into Chapter 3. 

We voiced our concents. on this issue in our December 1 , 1 999 letter, but Birch & 
Davis foiled to act on them. 

6. The conchision in Chapta 5 on the advisability of including dnropractic services 
is the MHS is principally based on the coat analytds contairred in earlier chapters. 

For the reasons outlined in this tetter, we strongly believe that a properly 
corrducted cost analysis would sut^xrrt a foil adviadrility reccsttmcndatian fix 
inclusion of chiropractic services in foe MHS. 

7. The entire demonatration data analysia was arbitrarily limited to kiwer back pain 
bytheDoD. This arbitrary Hmitadon does rwt reflect the scope of practice of 
Doctors of Chiropractic in the civQian pc^latian. Heoce, foe data sbatiaction 
should not have been arbitrarily limited to lower back psitr. 

8. A major (foaptcT missing fiom foe rqxrrt is one focusing on the effect or outcomes 
of chiropractic treatment on military retentioit. Chapter 2, lectim 4.2 does rrot 
include directly relevant question that diould atid could have been addressed by 
foe evaluation. The extent to which providing chiropractic care iixaeaaes 
retention of military petsotoel has not been examined. Additiotsilly, we bebeve 
that the findings on rttilhaiy teaditreas should be strengthened. 

9 . Primary care physidans -write orders for physical tbenq^. They also order 
radiology workups which ate an integral part of yihyatcal foenpy treatment fin- 
back injury patients. The methodology contained in Exhibit rv.4 does trot reflect 
that reality. For example, foe table shows no coats for radiology fin pbyiical 
foenipists but, instead,- assigns them to primary care. Tberrfbie. the mats of 
physical foeraitv are not uroperlv allocated and ate uDderestiniim!il 

10 . The recommendation for contracting support on page in-3diould be modified to 
recattrmeod that Cmnmisstotied Doctors of Chiiopractic be irtvolved in tire 
contracting support process as well as in implcnientation atrd ongoing operation of 
the chiropractic service. 

11. Wereiterate that foe description of Chiropractic contruned in Chapter 1, Section 
1 .2 is not recognized by the chirt^rractic rqn es entatives on the OAC. TheBitcfa 
& Davis revised text does not adequately address onr concettra. As was inchided 
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in ourDecenba 1,1999 comments, iprofessiQa-'widecQinensasdefisitian/ 
descnptkm is contained in Attacfameot A. 

12. Page IV-57 spggesti tlial clinical guidelmes exiit tbal recommend a ‘'wait and 
see" qipreacfa for back probknu. We do not agree with 8ns intoprctation. 

13. The references in the Birch A Daws report comparing c hi ropractic and modical 
costs ignore a ragorporticHioftherdevantlitcntine (see Attadnnent B). B> 
taking greater paim to present matched conditions aiad deSne cpisodea more 
ODnecdy, the relcROces included in Attadrmeot B dcmcnatiate aigiiificaitt cost 
savingi for cbirqnactic care. Some of the studies liberally discnaaedttnpngbout 
the Bitch & Davis report have been critiqiiedeliewheie. A recent review of all 
coat effectiveness stndies by Branson' conchdea that the baOc of evideaice 
denronstrates cost savings when low back care is adminialered by Docton of 
Chirairactic. 

14. Repeatud refetoiees to perceptions of irr app to p rialeaesa of ‘ireatment of thoracic : 
and cesvical conditians," in base liite traditional case qnestianBdrea, are 
considered highly dttjeetionable in that they only repseaent preccoceived opmictm. 

These opinions give the reader an jnaocurateimpreaaion regarding Doctota of 
ChuopnctiG and their acoeptsd scope of pnctioe. 

IJ. ICD-9 bubble sheets varied across interveotioo sites. Weaecoaccnied, 

therefoie, that (be data extraction on lCD-9 codes baa rtaoHed in incosiriateocies 
aerata aitea and types of providara. 

]£. arbiter rVaddresaes the evahiatioo of adviaabOily but line 21 oar page IV-1 states 

that The rcsohsoftbefeisibitityatady are sonmarized below.* While (bis is 
probably just an overaiglu, it does demonstimte that die final report needs to be 
caiefidly reread befoie it is releaaed. 

We ippteciale the opportunity to be part of the process of improving 8te ptoviaiaa of beadth care 
services to our militaiyperBcanel. However, as stated in tbialeno, we have coDcons about what 
we perceive to be aetioua aboitoosninga and incoDsiateociea, especially » they relate to coat 
iamei, in the Birch ft Davis final report that nrost be corrected before the iqrort is released. As 
OAC membcn wbo have repeatedly requested greater involvcniciit, we stand rea^ to eaaist in 
addrctnog tbcK conoecDB. 

Sincere, 


. 'Brenaon.R.CoatconyariBonofchirqrract i caiidinedicaltieatoieBt.ofco m nicn 
mnacnloakeletal diaoidcn: A review of the therature after 1980, Tbpscs bt.Obdcal CMrapractic, 
1999, 6(2): 57-«8. 
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Attachment A 

Accepted Definition/Description 
of Chiropractic 
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Atlachmcnt A 

Accepted DclinttioB/DcfcrlptigB 
of Cbiroproctk 


Chiropractic is a hcahh care discipline which emphasizes the inherent recuperative power of the 
body to heal itself without the use of drugs or surgery. 

The practice of chiropractic focuses on the relatiorship between structure (jainurily the spine) 
and function (as coordinated by the nervous systm) and howthe relationship affects the 
preservation and restoration of healQi. In addition. Doctors of Chiropractic recognize the value 
and responsibility of worfdng in cooperatioD with other health care practitionen when in the best 
imerest of the patient 

The practice of chiropractic includes: 

• establishing a diagnoais; 

• facilitating neurological and biomechanical integrity through appro pri ate 
chiropractic case management; md 

• promoting health. 
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Thank you Mr. Chairman. I want to commend you for holding this long-overdue 
hearing. I also want to thank you and your staff for accommodating my schedule 
and allowing me to briefly attend this hearing. Unfortunately, I will be unable to 
stay because the Committee on Veterans Af&irs has two bills on the floor this 
morning. 

The history of the chiropractic providers attempts to gain entry into the VA health 
care system date back longer than the 18 years I have been a Member of diis body. 
At this point, VA is the only federal payer or provider that has effectively sealed 
the walls to routine chiropractic care. Medicare and Medicaid finance chiropractic 
care. As we’ll hear momentarily, DOD has just completed a successful 
demonstration that will undoubtedly result in its additional use of chiropractic care. 

My own involvement with the issue of chiropractic care in VA has been extensive. 
In 1983, 1 was an original cosponsor of a bill introduced by this Committee’s 
current Vice-Chair, Chris Smith, which would have authorized VA to reimburse 
reasonable charges for chiropractic services for certain veterans. In 1985, 1 worked 
successfully with Rep. Bob Edgar on a bill that authorized VA to apenXc a pilot 
project in five geographic areas to assess the cost-effectiveness of chiropractic 
care. The study of this pilot assessed only chronic, recurrent, unresolved lower 
back pain demonstrated that; 

(1) veterans who were eligible to participate chose to select chiropractic 
care; more that 75% (154/204) ofvetcrans elected chiropractic care 
as opposed to traditional VA medical services; 

(2) Outcomes for veterans who participated with chiropractors were the 
same as for diose who received tra^tional VA medical services. 

(3) Veterans used more chiropractic care services resulting in somewhat 
higher costs than those who received traditional medical services. 
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Despite the caveat of study authors that this was a limited and non-expcrimental 
study, VA has used this experience as a basis upon which to bar the doors to 
chiropractors. While chiropractors are not explicitly barred from practicing within 
the agency, VA has never hired a chiropractor, nor have they reimbursed 
contracted chiropractic services in any meaningful fashion. Chiropractors have 
continued, rightfully, to insist that VA give veterans real access to their services. 

In the last Congress, I introduced H.R. 4421 that would have authorized the 
Veterans Health Administration to create a division of chiropractic care and to hire 
chiropractors. Last year, that bill was the starting point for negotiations on a 
provision included in the Veterans Milleimium Health Care and Benefits Act 
which later became part of PL 106-1 17. 

VA was directed to develop a policy to address access to chiropractic care for 
musculoskeletal services. The result of this “policy” was the continuation of long- 
standing “non-policy” that nudges VA providers toward the conclusion that 
chiropractic services are only negligibly effective (and no more so than care 
delivered by other providers) for “uncomplicated low-back pain”. 

Chiropractors actually view this new “policy” as more restrictive than the 
previously undefined policy because it limits VHA medical centers and clinics to 
offering “chn-opractic spinal manipulative therapy” for “musculoskeletal problems 
of the spine”. 

Chiropractors, like other practitioners, wish to provide care within the full scope of 
practice licensed by the state. Because the law required consultation with 
chiropractors VA did eventually meet once with a broad coalition of chiropractors 
which included representatives of the continuum of chiropractic practice. 

American Chiropractors Association, the Internationa] Chiropractors Association, 
and the American Association of Chiropractic Schools who represent the vast 
majority of chiropractic practitioners and who have longstanding involvement with 
VA in past assessments attended this meeting. Some attendees reported that they 
believ^ that they had secured VA’s commitment to this scope prior to the issuance 
of VA’s policy this May. 

A successful pilot within the Department of Defense and reported progress in 
clarifying EX)D’s relationship with chiropractors in the DOD Authorization Act of 
2001 have understandably emboldened mainstream chiropractors. They want to 
resolve this issue. VA is the last barrier in the federal sector. This should not be 
the case. Veterans should also have this treatment available to them on a routine 
basis. 

Mr. Chairman, again thank you for holding this hearing today. 
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Mr. Chairman and Members of the Subcommittee. 

I am here today to discuss the Veterans Health Administration's (VHA) 
policy on provision of chiropractic services for veterans. 

Background 

On November 30. 1999, Public Law 106-117, the Veterans' Millennium 
Health Care and Benaflts Act (Millennium Act) was signed into law. Section 303 
of the Millennium Act required the Under Secretary for Health, within 120 days 
from the date of enactment, and after consultation with chiropractors, to establish 
a VA-wide policy regarding the use of chiropractic treatment in the care of 
veterans. The Millennium Act limits the definition of the term “chiropractic 
treatment' to the manual manipulatioo of the spine for the treatment of "such 
musculoskeletal conditfons as the Secretary considers appropriate.’ 

On February 24, 2000, a meeting vras held between representatives of 
VHA and eight chiropractic organizations. Six of Ihe chiropractic organizations 
represented at the meeting submitted written positions and/or recommendations 
forVA review. These included: 1> The Foundation tor Chiropractic Education 
and Research (FCER). 2i The International Chiropractors AssociatiQn (ICA) . 

384) The American Chiropractic Association (ACA) and the Association of 
Chiropractic tkilleoes (ACCi provided a joint document, 5) The World 
Chiropractic Alliance (WCA) . and 6) The National Association for Chiropractic 
Medicine (NACMi. Other Chiropractic Organizations present included: 7 1 The 
Federation of Chiropractic Ljcenslno Boards and Bi The American CoHeoe of 
Chiropractic Orthopediste. 

In sum, the generally common elements of the various chiropractic 
organizations’ recommendations for VHA policy for use of chiropractic included: 

1) full-time and contract employment of chiropractors, in both VA medical 
centers and satellite dinics; 

2) “direct access’ of patients to chiropractors, without referral requirements: 
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3) a vary broad scopa of pracdca, inckjdino dlagnoaia and treatment of a wide 
apectrum of non-muaculoekaletai conditiona, diaeaaea, or diaordera; and 

4) dMca) priviiagea to indude primary avaluatlona, including hlaloiy and 
phyalcal examirurtiona, orderirtg arrd Marpralation of a wide range of 
dtagnoadc teata, 'routina cheekupa*, and functioning aa “primaty care 
providara'. 

However, there ware diacrepant opkiiona concerning the definitiona of direct 
aooeaa, ‘primary cate aarvicaa,' at«d ‘firal contad provUar,’ aa wel aa many 
other ieauea. Diaag r eamenta Included, but were not fcnitad to. topica auch aathe 
ptedae acope of pracboe, and the udBty of chirDpradic to treat non- 
muacuioakeletal conditlorw. For example, one organizalionaaaefted that 
chiroptactic aubiuxation ia without baaia and fad and haa never bean proven to 
exiat and further that the only oond W ona which ahould be conaideied amenable 
to ehiroptadic trea t ment would be mechanical baddhadc pain. 

Clarification of the role prapoaad for chiropradora aa previdera of primary 
cate waa not oomplefaly aucoaeaful, In part bacauaa moot lepraaentativea of 
chiropractic organizationa did not aeem to uae the term ‘primary cate‘ In the 
aame aenae aa it haa been employed by the inattuto of Medicine (lOM) and the 
general healthcare community. ConaequanUy, the eonaultailon wHh chiropractic 
organizationa raiaed aevaral iaauaa that affactad the development of the VHA 
pdicy directive. 

VHA Policy Oevetopmant 

The current VHA policy aHowa medical centara and dbilcs to offar 
chiropractic apinal manipulative therapy for muacutoakeletal proUema of the 
apina, following a refanal from a VA clinician. This policy waa adopted following 
prolonged and detailed diacuasion thoroughly conaldering a number of factors, 
including the requeata ard submittad written materiala of the chiropractic 
organizatiana and a review of the available scientific evidence. 

When considering the sdendfic evkience concerning chiropractic care, it is 
important to keep in mind two related, but distinct, concepts. First, spinal 
manipulation is a forni of manual therapy that Is used by chiropractors, physical 
therapists, osteopaths, and some medical doctors. The second concept is that 
chiroptactic treatment frequently involves spinal manipulation, but may also 
Include other non-thrust manual therapies, such aa mobilization and massage, as 
well as advice about SMercisea, nutrition, and proper diet. Published studies 
estimate that 70 to 90 percent of patients presenting to chiropractors will be 
treated with spinal manipulation. 

There are Insufficient sdertific data to conclude that either spinal 
manipulation or chiropcaclic care is efflcadoua for any non-muaculoskeletal 
medical condition (e.g., asthma). The effactiveness of either spinal manipulation 
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or cMropractic care as compared to other forms of care for patiente wRh low back 
pain is also not established. For example, a recent high-quality randomized 
cKnical trial funded by the Agency for Health Research and Quality, and 
published in the New England Journal of Medicine, compared chiropiactic care to 
physical therapy care or self-cars. (Chertdn DC et aL NEJM 1998;339:1021-9.) 
Both the chiropractic group and the physical therapy group had small benefits 
compared to the patients receiving self-care, but there ware no diffeiencas 
between the chiropractic group arxf the physical therapy group. Both chiropractic 
care and physical therapy care cost more per patient than self-care. 

There are limited data to support foe efficacy of spinal manipulation as 
therapy for some patients with neck pain. This currently fells short of conclusive 
proof, but in one consensus process that included medical experts, spinal 
manipulation was judged as effective for certain neck pain syndromes. (Shekelle 
PG et al. J Spinal Disorders 1997;10(3):223-228.) 

There is sufficient eviderrce In the form of randomized clinical trials to 
oorrdude that spinal manipulation Is a modestly efficacious fonri of therapy for 
soma patterns with unoomplicated low-back pain. These data Include clinical 
trials where the manipulations were provided by physical therapMs, osteopaths, 
and chiropractors. However, there are no clinical trial data to support a position 
that spinal manipulation delivered by chiropractors is more effective or less risky 
than spinal manipulation delivared by any other type of practHioner. 

VA is opposed to allowing chiropractors to act as ‘referring primary care 
physicians', as It is not possible to develop a predae definition of chiropractors 
as primary care providers. Availsbie evidence in conjunction wHh commentary 
and written materials provided by chiropractors at the joint meeting do not afford 
confidenca that chirapractois have demonstrated that they function as primary 
providers in the sense that term is defined by the lOM of the National Academy 
of Sdenoes, and is commonly used in the heakhcare corrwnunity. 

The Institute of Medicine defines primary care as the provision of 
Integrated, aooessfole health cars servtcas by clinicians who are accountable for 
addressing a large majority of personal heallh care needs, developing a 
sustained partnership with patients, aixi practicing in the context of family and 
community.’ Primary care pro\riders in VA typically treat patients with 
hypertension, heart diaaasa, diabetes, pufcnonaty dis e a s e s , depression, arxi a 
hoatofotharconditiorw. They ate etfoected to diagnose and to treat conditions 
from upper respiratory infections to myocardial inferctions. The diagnosis, 
tieabnent and ongoing management of these ptobleros are nof part of 
chlropraclic practice. We believe that VA has an obligation to assure that any 
primary medical cate provided to our veteran patients meets or exceeds the 
standards in the best of the private sector within the parameters defined by the 
lOM. 
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The policy requiremeot for a naforral to chiropractic care was adopted 
because virtually all norv primary care provided in VA is accomplished through 
referrals, and VA does not typically allow direct access to other types of 
consultants or contract providers. In addition, referrals are required for those VA 
providers that offer specialized types of services, e.g., cardiologists. Formal 
referral and consultation ensures that the patient, the primary care clinician, and 
the consultant are working together, and are aware of the reasons for, and 
expected results from, the consultation. 

We detennined that it would not be appropriate to hire chiropractors at this 
time for several reasons. VA has not developed a body of experience in the type 
and amount of chiropractic services that VA facilities may need for enrolled 
veterans. Neither do we have information addressing the regional variation in 
need for and availability of chiropractic services in VA. 

Our national policy on chiropractic care in VA was published in May 2000. 
Veterans Integrated Service Networks (VISNs) and/or medical centers were 
required to develop local plans for chiropractic care and services within 120 days 
of the publication of the national policy. Such plans, at least in draft fomi, have 
been received from all VISNs and are cunentty being reviewed. It is expected 
that publication of local procedures will eliminate confusion about eligibility for, 
and availability of, chiropractic as a treatment modality. We are preparing 
provider and patient information and education related to chiropractic services. 
Educational materials for palientB are in draft and are currently being tested for 
readability and understanding with groups of pabents and it is expected that a 
patient education brochure template will be released within the next 60 days. 
Much of the treatment information contained In the draft brochure was adapted 
from material provided by a chiropractic group. VISNs are developing their own 
provider education materials. 

Our policy establishes mechanisms to riwnitor the cost quality and 
utilization rates of chiropractic care. We will identify and collect data related to 
the provision of chiropractic services that can be analyzed from a national 
perspective. Currently, VA's databases do not include chiropractic services, thus 
it is not possible to accurately determine how many patients have seen 
chiropractors or to determine the number of visits or the dollars spent on 
chiropractic. This lack of infonnation about utUlzalion of chiropractic services is 
addressed in the policy by its requirements to collect certain data elements 
related to chiropradic care, which will be collated nabonally. These changes are 
expected to be completed by November 30, 2000. 

Summary 

We believe that VA has taken a rasponsibie and reasonable approach to 
the irrtroduction of chiropractic cars. Our policy is based upon consideration of 
the views of various chbopracUc organizations and a careful review of the highest 
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quality available publi*h0d«vid«nce. VA doaa not currently have data that 
address the magnituda and geographical distilbution of appropriate chiropractic 
care within our system. Our current policy provides for collecting that 
infonnation. 

VISNe are just now beginnirig to Implement the new National Chiropractic 
Policy and the work on databases that is requited to collect necessary 
information about chiropractic udiization and the cost vdll be rximpleled later this 
year. We need time to implement foe policy and to gain experience in the 
provteion of chiropractic care before making assessments about our policy or the 
level of chiropractic services that veterans need. 

This concludes my statement, I will be glad to respond to any questions 
you may have. 
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Good morning Chairman Stems and members of the subcommittee. My name is Dr. Rick 
McMichael, 1 am a practicing doctor of chiropractic with 26 years of experience. I currently 
practice in Canton, Ohio, and serve as the Ohio delegate to the American Chiropractic 
Association (ACA). I served as a member of the Department of Defense Chiropractic Health 
Care Demonstration Project Oversight Advisory Committee (CHCDP OAC), representing the 
Congress of Chiropractic State Associations. Currently, I serve as the president of the Ohio State 
Chiropractic Licensing Board. 

This morning, I would like to share with you the eye-opening experience I had as a member of 
the DOD CHCDP Oversight Committee, and how this relates to providing chiropractic services 
to our nation’s veterans. Not only did a large number of military personnel independently 
choose chiropractic services for care, but those who sought chiropractic care also reported 
significantly higher satisfaction and outcomes. There were no significant difficulties in opening 
chiropractic clinics, and doctors of chiropractic worked well with the other military health care 
providers. I believe that the CHCDP experience, the DOD’s final report on the demonstration 
project, and the CHCDP minority report all show that chiropractic is a valuable service, needed 
and desired by many military personnel. 

The CHCDP and accompanying reports showed that chiropractic care: reduced disability; return 
to duty; saved approximately 199,000 work days per year, improved patient satisfaction; 
decreased physical therapy and related cost savings; and produced an inpatient cost savings. 1 
believe the benefits of chiropractic care will continue to be proven with the addition of 
chiropractic services in the military health care system. Our military persoiuiel deserve the ready 
availability of these much-needed and much-desired services, and our nation’s veterans deserve 
no less. 

As you are aware, the Veterans Millennium Health Care Act included a provision requiring the 
Department of Veteran’s Affairs to develop a policy with regard to chiropractic care in the DVA 
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health care system. More specifically. Section 303 of the Act required that within 120 days after 
enactment of the Act, the DVA Under Secretary of Health, after consultation with chiropractors, 
would establish a policy for VHA regarding the role of chiropractic care for veterans. 

In response to the enactment of this provision, the ACA and Association of Chiropractic 
Colleges (ACC) provided to the DVA a set of policy recommendations to serve as the basis of 
the agency’s new policy on chiropractic. The recommendations included, a full scope of practice 
and hospital privileges for doctors of chiropractic, direct access for patients, availability of 
chiropractic care at all DVA treatment facilities, and other substantive pro-chiropractic 
recommendations. A copy of this report is respectfully submitted for the committee record. 

On February 24, 2000, 1 had the opportunity to join representatives of the ACA, ACC and other 
chiropractic organizations for a meeting with officials of the Veterans Health Administration to 
discuss implementation of chiropractic care into the VHA. The ACA/ACC representatives’ main 
objective was to seek direct patient access to a full scope of chiropractic services. Despite these 
efforts, the DVA ignored the input of the chiropractic profession and Members of Congress and 
ultimately developed a policy on chiropractic care that is totally inadequate. This poorly 
developed policy states that: “It is the VHA policy that VHA medical centers and clinics may 
offer chiropractic spinal manipulative therapy for musculoskeletal problems of the spine.” As 
you are well aware, Mr. Chairman, the use of the word “may” in the policy statement means that 
the DVA is not mandating individual medical facilities provide chiropractic care to their patients. 

Despite the exclusion of any recommendations put forth by the chiropractic profession, we are 
now asked by the Department of Veterans Affairs (DVA) to believe that the chiropractic policy 
they issued on May 5, 2000, is adequate, and will ensure that eligible veterans in need of 
chiropractic care will have access to it. Insofar as the ACA is aware, however, there is no DVA 
program or organized effort, of any type, that exists to ensure that chiropractic services are in fact 
made available within the DVA health care system. It is clear that the current DVA bureaucracy 
is quite satisfied with merely having issued a so-called chiropractic “policy”— and now that the 
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policy has been issued, they could care little tvhethcr the policy is appropriate or ensures 
adequate access to chiropractic care. Certainly, no substantive activity is currently taking place 
within the DVA to encourage the use of chiropractic care. The bureaucracy’s contentment with 
their chiropractic policy most likely stems from the fact that they know, or suspect, that their 
policy will probably prove both inconsequential and ineffective — and as such, will have no 
significant impact in the way they conduct business today. Clearly, they do not expect significant 
referrals to doctors of chiropractic to occur as a result of this policy. This may mean that 
American veterans will be denied fair access to care they want and deserve just like every other 
American citizen. 

How do they expect the policy to work? Are they not aware of past, unlawful efforts on behalf 
of organized medicine to contain and destroy the chiropractic profession and the lingering effects 
this discrimination has had against doctors of chiropractic and their patients? Are they not aware 
that in some quarter's biased attitudes towards the chiropractic profession still exists? Are they 
not aware that medical doctors receive no education or formal training of any sort regarding 
chiropractic care, nor are they trained or educated as to when a referral to doctor of chiropractic is 
warranted? So even when bias is not present, there may likely remain little knowledge on behalf 
of DVA medical doctors as to when it is appropriate to refer to a doctor of chiropractic. Are they 
unaware of their own indifference regarding chiropractic care and of the Agency's failure - over 
the past half century -- to initiate, of its’ own accord, any effort to encourage the use of 
chiropractic care within the DVA health delivery system? Not one pro-active step in five 
decades...! 

When examining the DVA track record regarding chiropractic care in its’ totality, one is forced 
to conclude that the DVA bureaucracy today, either remains biased against the chiropractic, is 
woefully ignorant about the benefits of chiropractic care ~ or both. If either of these is true, it 
reflects poorly on stewardship of the DVA health care program. At a bare minimum, it must be 
said that the Agency has engaged in a pattern of long-term neglect with respect to the 
provisioning of chiropractic care. 
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Because of the well-documeuted record of prejudice and neglect towards chiropractic, the ACA 
recommends that the House Committee on Veterans Affairs move forward, at the first 
opportunity, to advance legislation that would require the DVA at a minimum to make available 
chiropractic care on a “direct access" basis and allow doctors of chiropractic practicing within or 
furnishing services to the DVA health care system to provide the full-scope of their services as 
enacted under applicable state law. As you may know, a similar chiropractic provision 
applicable to the Department of Defense health care system was recently included in the House- 
passed version of the FY2001 Defense Authorization Act (H.R. 4205), which was voted on and 
approved by the full U.S, House of Representatives. 

With respect to direct access, I would like to clarify that an eligible veteran could self-select to be 
examined and treated by a doctor of chiropractic, without first having to receive a referral from a 
medical doctor or other health care provider. Ensuring direct access to doctors of chiropractic is 
extremely important to the proper utilization of chiropractic care. Patients often experience 
difficulty accessing chiropractic care when a referral from a medical doctor or nurse is required. 
AHCPR recognized this problem in a report entitled “Chiropractic in the United States: 
Training, Practice and Research”. In this report, AHCPR stated: “Given that medical 
practitioners have little exposure to chiropractic training or practice, a case can be made for not 
requiring medical referral." A direct access system within the DVA would expand an eligible 
veteran’s “choice" of care and “choice” of provider within the DVA health care system, and it 
would go far towards ensuring that artificial barriers would not be erected in an effort to 
discourage access to chiropractic care. 

It should be noted that doctors of chiropractic are licensed and regulated in all fifty states as 
independently practicing health care professionals. All of these jurisdictions recognize 
chiropractors’ rights and responsibilities to serve as first-contact, portal-of-entry providers. As 
such, doctors of chiropractic possess the diagnostic skills necessary to differentiate health 
conditions that are amenable to their management from those conditions that require referral or 
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co-management with another professional. Doctors of chiropractic recognize the value of 
working in cooperation with other health care practitioners and acknowledge their responsibility 
to do so in the best interest of their patients. 

An additional benefit of direct access should also be noted. Such a system within the DVA 
would encourage the use of chiropractic care — a low cost, non-surgical and non-pharmaceutical 
form of care. This may help avoid unnecessary surgeries and pharmacological interventions 
within the DVA health care system — and would help emphasize the benefits of the chiropractic 
profession’s natural, “wellness” approach to health care that includes advice on diet/nutrition and 
exercise/rehabilitation. As added benefit is, that to the extent that some surgical and 
pharmacological interventions could be eliminated, the risk of life-threatening medical mistakes 
and/or adverse drug reactions could be lessened within the DVA health care system - a laudable 
goal in and of itself. 


The other component of any viable chiropractic benefit within the DVA is a doctor of 
chiropractic’s ability to provide the full scope of their services (as determined by state law) to 
veterans seeking chiropractic care. The practice and procedures that may be employed by 
doctors of chiropractic are based on the academic and clinical training received in and through 
accredited chiropractic colleges. These include, but are not limited to, the use of diagnostics and 
therapeutics. Such procedures include the adjustment and manipulation of the articulations and 
adjacent tissues of the human body, particularly of the spinal column. Included is the treatment 
of intersegmental disorders for alleviation of related fimctional disorders. Patient care is 
conducted with due regard for environmental, nutritional, psychotherapeutic factors as well as 
first aid, hygiene, sanitation, rehabilitation, and physiological therapeutic procedures designed to 
assist in the restoration, and maintenance of neurological integrity and homeostatic balance. 

We request that the Committee ensure that the “direct access” and “full scope” provisions 
comprise the core provisions of any legislative initiative aimed at ensuring access to chiropractic 
care for our nation’s eligible veterans. The ACA stands ready and willing to work with the 
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Committee to ensure the adoption of an appropriate legislative provision and is anxious to assist 
in the development of specific legislative language to address our concerns. The American 
Chiropractic Association also stands willing and able to work with the DVA to devise and 
implement an acceptable plan to provide for chiropractic care, as envisioned by the statutory 
provisions we propose. We are confident that a detailed, workable plan can be developed and 
implemented, provided the DVA is mandated to do so by Congress and acts in good faith to 
accomplish the legislative requirements. 

Mr. Chairman, we have before us an historic opportunity to take decisive steps to ensure that our 
nation’s veterans are afforded access to the benefits of chiropractic care by advancing legislation 
that would establish a framework within the DVA that would ensure the delivery of chiropractic 
services in an appropriate and effective manner. Undoubtedly this will require the DVA to make 
some modifications to the way they currently conduct business today. Change, of course, can 
often be unsettling to any government agency - however, in this case 1 am hopeful that DVA will 
not further resist a better way of serving our nation’s veterans. 1 believe we have much to offer 
to the DVA, and if its representatives will work with the chiropractic profession in good faith to 
enhance health care for our nation’s veterans, there is much we can achieve together. 

We wish to be clear, however, that in our judgment it will be necessary for Congress to firmly 
establish in statute, desired policy goals and objectives to ensure that a full scope of chiropractic 
services are made available to our eligible veterans on a direct-access basis, without the 
imposition of unnecessary barriers to that care. Once Congress establishes those firm statutory 
directives, the chiropractic profession looks forward to working though our current differences 
with the DVA and in good faith develop an effective chiropractic policy that will benefit the 
health of our nation’s veterans. 

This concludes my brief remarks, and 1 will be happy answer any questions the Committee may 
have regarding this testimony. 
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PREFACE 


This report is provided to the Department of Veterans Affairs (DVA) pursuant 
to Section 303 of P.L.106-117 by the following: 

T he American Chiropractic Association (ACA) is a professional 
organization representing doctors of chiropractic. Its mission is to 
preserve, protect, improve and promote the chiropractic profession 
and the services of doctors of chiropractic for the benefit of patients 
they serve and the general public. The ACA provides leadership and a 
positive vision for the profession In its conservative and natural approach to 
health and wellness. One way to accomplish this mission is to promote high 
standards of quality in patient treatment and management, and to advocate 
safe and effective care by expertly trained doctors of chiropractic. 

The Association of Chiropractic Colleges (ACC) provides worldwide 
leadership in chiropractic education, research, and service. The Association 
of Chiropractic Colleges includes and represents all Council on Chiropractic 
Education (CCE)-accredited colleges arut those programs that serve the 
institutions and their students, the profession and its patients, and the public 
by advancing chiropractic education, research and service. 

This report was prepared with the assistance of the following: 

Garrett F. Cuneo, Executive Vice President, American Chiropractic 
Association; Dr Kenneth Padgett, President, Association of Chiropractic 
Colleges and President, New York Chiropractic College; Dr. Joe Johnson, 
Executive Committee Health Care Financing Administration, Medicare 
Coverage Advisory Committee; Anthony Rosner, PhD, Director of Research 
and Education, FCER; Tom Daly, ACA Legal Counsel; Dr. Christine Goertz 
Hegetschweiler, PhD, ACA Research Consultant; Robert Mills, The Advocacy 
Group; David O'Bryon, Executive Director, Association of Chiropractic 
Colleges; Dr. George Goodman, President, Logan Chiropractic College; 
Richard Miller, ACA Consuttant; Patricia Jackson, Vice President, ACA Office 
of Professional Development and Research; Jay Witter, ACA Acting Vice 
President of Government Relations; Ingrida Lusis, ACA Associate Director of 
Government Relations; Dr. Monica Smith, DC, PhD, Palmer Chiropractic 
College; Dr. Jon J. Buriak; Bobby Gibson, Special Assistant ACA Office of 
Professional Development and Research 

For questions or additional information regarding the report please contact the 
following; 

Garrett Cuneo David O’Bryon 

Executive Vice President Executive Director 

American Chiropractic Association Association of Chiropractic Colleges 

1701 Clarendon Blvd. 4424 Montgomery Ave., Suite 102 

Arlington, Virginia 22209 Bethesda, MD 20814 

(703) 276-8800 (301) 652-5066 
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SECTION I 


A REVIEW OF THE LEGISLATIVE HISTORY 


LEGISLATIVE HISTORY: SECTION 303 OF VETERANS’ 
MILLENNIUM HEALTHCARE ACT OF 1999 (PUBLIC LAW 
106-117) 

F or the past year, the American Chiropractic Association (ACA) and the 
Association of Chiropractic Colleges (ACC) have woriced together with 
Congress to reintroduce the idea of assimilating chiropractic healthcare 
services into the Department of Veterans Affairs (DVA) healthcare system. 
This legislative effort began on behalf of veterans in need of chiropractic 
services — those who are eligible for medical care benefits under Chapter 17 of 
Title 38, United States Code (U.S.C.). 

The Veterans' Millennium Healthcare Act was signed into law by President 
Clinton on November 30, 1999 (Public Law 106-117). Among other things, it 
included a provision requiring the Department of Veterans Affairs to develop a 
policy with regard to chiropractic care in the DVA healthcare system. More 
specifically, Section 303 of the Act requires that “Within 120 days after the 
enactment of this Act, the Under Secretary of Health, after consultation with 
chiropractors, shall establish a policy for VHA regarding the role of chiropractic 
treatment in the care of veterans under Chapter 17, Title 38 U.S.C.” 

The Committee Report accompanying the House version of the Veterans' 
Millennium Healthcare Act (House Report 106-237) clarifies the committee’s 
intent in carrying out Section 303, which was ultimately modified and agreed 
to in conference with the Senate. The language strongly supports chiropractic 
healthcare services for veterans, citing both scientific journals and studies that 
demonstrate the benefits of chiropractic. The Report cites an earlier effort by 
the former Veterans Administration to study chiropractic in the VA as too 
restrictive in the scope of chiropractic methods applied to veterans. It also 
states that the program reached too few of the veterans for which it was 
designed. The chiropractic healthcare profession concurs with the thrust of 
the Report language that the policy established under the new legislation will 
be sufficiently broad in both scope of practice and outreach to veterans 
around the country, particularly in rural and medically underserved areas. 

Finally, the Report states, and the chiropractic healthcare profession agrees, 
that doctors of chiropractic should be fully engaged and integrated into 
primary physician status with the Veterans Health Administration to work with 
DVA physicians and other medical personnel in the development and 
implementation of the chiropractic treatment policy that will be set forth under 
Section 303. 
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INTRODUCTION 

W ithin the past 100 years, chiropractic has become the third-largest 
profession of healthcare delivery in the world. The American 
Chiropractic Association defines chiropractic as, “a branch of the 
healing arts that is concerned with human health and disease processes. 
Doctors of chiropractic are physicians who consider man as an integrated 
being, but give special attention to spinal mechanics, neuromusculoskeletal, 
neurological, vascular, nutritional, and environmental relationships.” (ACA 
Master Plan, ratified by the House of Delegates June 1964, amended June 
1979.)' 

According to the Association of Chiropractic Colleges, chiropractic is defined as 
"a healthcare discipline that emphasizes the inherent recuperative ability of the 
body to heal itself without the use of drugs or surgery." In practice, chiropractic 
"focuses on the relationship of structure [primarily the spine] and function [as 
coordinated by the nervous system] and how that relationship affects the 
preservation and restoration of health."'' 

Chiropractic's focus on the principles of holism have gained it a wide public 
folloviring among alternative medical procedures (with utilization rates ranging 
between 11%’ and 15.7%^ of the U.S. population). Interest in less-invasive 
interventions and natural healing is demonstrated by the rapidly growing 
number of Americans visiting alternative health providers, rather than allopathic 
physicians.’’ 

Chiropractic is recognized and licensed in every state and province in North 
America, as well as in 76 nations representing the European, Asian, Latin 
American, Caribbean, Eastern Mediterranean, and Pacific domains.’ The 
increasing acceptance of chiropractic as mainstream healthcare is clear, an 
acceptance that has grown in tandem with greater emphasis on research by 
professional organizations and colleges. It also stems from rigorous standards 
for accrediting and review of educational cum'cula at chiropractic colleges 
around the world, 16 of which are accredited in the United States by the Council 
for Chiropractic Education (CCE). The CCE has had accrediting agency status 
with the U.S. Department of Education since 1974, and with the Council on 
Postsecondary Accreditation since 1976. The minimum number of hours 
required for CCE accreditation is 4,200, ranging from 4,400 to 5,220 hours at 
colleges nationwide.’ In fact, the didactic basic science and clinical science 
hours among chiropractic colleges around the United States is neariy the same 
as the corresponding averages obtained from medical schools nationwide.^ 

With more than 65,000 licensed practitioners in the United States, chiropractic 
is the foremost profession through which spinal manipulation/adjustment is 
administered — largely in the treatment of bad( pain but increasingly for other 
neuromusculoskeletal disorders and conditions, such as neck pain, headache, 
cumulative trauma disorders in the extremities, infantile colic, enuresis, otitis 
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media, asthma, and Gl dysfunctions. It has been estimated that the total 
number of chiropractic office visits nationwide each year is 250 million,’ with 
94% of all spinal manipulations/adjustments administered by doctors of 
chiropractic.® 


PATIENT OUTCOMES 

Over 40 randomized clinical trials have been published comparing spinal 
manipulation/adjustment with other treatments for low-back pain. The better- 
qualify clinical trials have indicated that spinal manipulation/adjustment is 
superior to other types of intervention (corsets, massage, mobili^on, back 
education, physiotherapy, acupuncture) or at least as effective as NSAIDs — 
but without the side effects of NSAIDs, which have been shown to affect no 
fewer than seven organ systems (gastrointestinal, hepatic, renal, hematologic, 
cutaneous, respiratory, and central nervous system), sometimes fatally.^®' 
These findings have b^n given additional weight by at least two meta-analyses 
published in peer-reviewed medical journals, unequivocally supporting the 
effectiveness of spinal manipulation/adjustment in treating acute low-back pain 
in the absence of radiculopathy.^” 


PATIENT SATISFACTION AND COST-EFFECTIVENESS 

In addition to improved patient outcomes, an integral part of evaluating the use 
of any healthcare modality is its cost. Chiropractic has been found to be a 
superior treatment option and demonstrates lower costs.” This pattern is 
consistently observed from the perroectives of workers’ compensation 
studies,”^ databases from insurers,”'” and other health economists 
Some studies have suggested the opposite [that chiropractic services are more 
expensive than medical services],”* " but these studies contain significant 
refuted flaws. " ” 

The cost advantages for chiropractic for matched conditions appear to be so 
dramatic that Pran Manga, a prominent Canadian health economist, has 
concluded in a study commissioned by the Canadian National Government 
(Ontario Ministry of Health) that doubling the utilization of chiropractic 
services from 10% to 20% may realize savings as much as $770 million in 
direct costs and $3.8 billion in indirect costs.” Furthermore, in no cost 
studies to date have either iatrogenic or legal burdens been calculated, which 
suggests advantages for chiropractic health care. 

Patient satisfaction with chiropractic treatment has also invariably been shown 
to be abundantly greater than that found with conventional management.”^ 
Satisfied patients are far more likely to be compliant in their treatment,’^ giving 
doctors of chiropractic yet another advantage over other professionals in terms 
of improved patient outcomes. 



APPROPRIATENESS AND GUIDELINES 


Spinal manipulation/adjustment has also excelled in experimental designs 
bearing great clinical significance beyond randomized trials. Panels convened 
by the RAND Corporation, as well as field practitioners’ utilization studies,^ 
have provided additional clinical support to that found in randomized clinical 
trials of spinal manipulation/adjustment for the management of low-back pain. 

In addition, the Mercy Conference guidelines, plus relevant literature, formed 
the basis of the clinical practice guidelines on low-back pain released in 
December 1 994 by the Agency for Healthcare Policy and Research (AHCPR).'*^ 
These guidelines rank spinal manipulation/adjustment in the top tier of clinical 
options available for treatment of low-back pain. 


EARLY CHIROPRACTIC INTERVENTION 

The AHCPR guidelines specifically state that "manipulation can be helpful for 
patients with low-back problems without radiculopathy when used within the first 
month of symptoms." These conclusions were arrived at after extensive peer 
review of the literature, on-site clinical evaluations (pilot reviews), and the 
hearing of testimony by a 23-member multidisciplinary panel of experts, 
including consumer representatives. Both strengths and weaknesses in the 
scientific base were identified, so that it was possible to rank each type of 
clinical intervention on the effectiveness of its outcome (positive or negative) 
and the strength of its foundation as published in peer-reviewed literature. 

Perhaps the most distinguishing charcicteristic of this study is that, among 23 
options for the therapeutic intervention for relieving back pain, spinal 
manipulation and the use of nonsteroidal antiinflammatory agents remain sole 
strategies expected to have the most beneficial effect. All the remaining options 
(the use of acetaminophen, muscle relaxants, opioid analgesics, 
antidepressants, colchicine, oral steroids, shoe insoles, physical agents 
[including hot and cold packs], or lumbar corsets and back belts; trigger point, 
facet point, ligamentous or epidural injections; bio-feedback; traction; 
transcutaneous electrical stimulation; acupuncture; activity modification; bed 
rest; or mild exercise) either have fewer documented effects or are 
contraindicated.*^ Similar guidelines developed within Great Britain have come 
to essentially the same conclusions.*® 

Clearly these findings indicate that early chiropractic intervention is the most 
effective and dnigless intervention for most cases of low-back pain without 
sciatica. Scientific research is the driving force that has enabled all these 
treatment options to be evaluated and ranked. Since only 15% of aU medical 
procedures have been documented by research,*^ and only 1% have been 
shown to have any scientific value *° the research that has led to the high 
ranking of chiropractic intervention takes on even greater significance. 



Chiropractic has received little research funding, but has used its resources to 
produce a premier status in scientific research circles, such as AHCPR." 

The strong educational and research bases of chiropractic, in addition to 
painstaking efforts to adopt standards and achieve consensus, have led to its 
increasing inclusion in reimbursement systems in public and private payer 
systems. In both the United States and Canada, chiropractic has been included 
in Medicare, the majority of private insurance programs, workers' 
compensation, and personal injury reimbursement systems. Increasing 
numbers of health maintenance organizations (HMOs), preferred provider 
organizations (PPOs) and other managed healthcare systems are routinely 
including chiropractic services, as well. 


CHRONIC PAIN CONSIDERATIONS 

The belief that low-back pain is benign and will usually disappear after six 
weeks with no intervention has been significantly refuted by the recent 
literature. One study in the British Medical Journal demonstrated that, in a 
cohort of 1 70 patients, 60% still complained of pain and disability after one year. 
Indeed, the author of this study was forced to conclude that low-back pain 
"should be viewed as a chronic problem with an untidy pattern of 
grumbling symptoms and periods of relative freedom from pain and 
disability interspersed with acute episodes."^ A second study published 
within the past year was largely in agreement. From these studies, it is 
reasonable to conclude that all cases of low-back pain have the potential to 
become chronic if left untreated. Therefore, such cases require immediate and 
appropriate intervention. 


TREATMENT OF CONDITIONS OTHER THAN LOW-BACK PAIN 

The process of validation of spinal manipulation/adjustment for the 
management of low-back pain has been more recently repeated for the cervical 
region and the treatment of neck pain and headache. In the past decade, 
clinical trials, prospective series and case studies have provided a strong 
evidence base for the management of these conditions by spinal 
manipulation/adjustmenf.“^ The types of headache that have been 
documented in this research include tension-type, migraine and cervicogenic. 

Space does not permit an expanded discussion of other conditions in which the 
literature has suggested responsiveness to chiropractic intervention: however, 
the most promising documented clinical areas beyond low-back pain include: 

1. Upper extremity disorders; carpal tunnel syndrome®^'^° 

2. Obstetric/gynecologic cBsorders: 

a. Dysmenonhea''” 
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4 . 

5 . 

6 . 


b. Premenstrual syndrome^'*'™ 

Conditions of infants, children and adolescents; 

a. Scoliosis^'^® 

b. Otitis media^^’ 

c. Colic®" ®^ 

d. Enuresis®^ 

Pulmonary and circulatory disorders: 

a. Asthma®®'*® 

Gl dysfunctions®*'®' 

Primary contact or care services®* *® 


CHIROPRACTIC EXAMINATION 

Chiropractic, by definition, is a conservative and drugless means of 
intervention. As such, it does not encompass the use of medications or 
immunizations, the directed use of which would necessarily be referred to a 
medical doctor. For the sake of parity, however, it is certainly within reason 
to ask a similar question of medical physicians; i.e., are they capable of 
performing complete neuromusculoskeletal examinations as first-contact 
healthcare providers? From the results of a recent study of first-year 
orthopedic residents at the University of Pennsylvania, the answer would 
appear to be a resounding no. In this particular investigation, 82% of the 85 
first-year residents failed to demonstrate basic competency in an 
examination in neuromusculoskeletal medicine which had been validated by 
157 chairpersons of orthopedic residency programs in the United States.*® 
With orthopedic residents having failed this examination, one would expect 
all other medical doctors to do no better and probably worse. By 
extrapolating this finding, a conclusion can be made that the patient 
examined by only a medical doctor may deprive the patient of a major, 
essential portion of the physical examination and its findings. 

Furthermore, other direct experience suggests that programs that include the 
study of laboratory tests involving blood, urine and other bodily fluids taught 
at most of the chiropractic colleges far exceed those offered at Harvard 
Medical School and perhaps other M.D. -granting institutions. A similar 
argument could be made for programs of nutrition. Far too little attention is 
devoted to nutritional programs of instruction at medical institutions. Any 
argument that suggests that medical doctors are more equipped to manage 
prevention programs simply because they are capable of administering 
immunizations and medications is flawed if evaluation of 
neuromusculoskeletal conditions, issues of nutrition, and the early detection 
of disorders from clinical chemistry determinations are addressed. It would 
appear from both experience and training that doctors of chiropractic should 
have parity with medical doctors. 
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SECTION III 


RECOMMENDATIONS BY 
THE AMERICAN CHIROPRACTIC ASSOCIATION 

AND 

THE ASSOCIATION OF CHIROPRACTIC COLLEGES 


1. Ensuring Access to Chiropractic Services in the DVA Healthcare 
System 


2. Scope of Practice of Doctors of Chiropractic within the DVA 
Healthcare System 


3. Employment Status of Doctors of Chiropractic 

4 . The Role of Doctors of Chiropractic in Rural and Medically Under- 
Served Areas 


5. Hospital Privileges and Credentialing of Doctors of Chiropractic 

6. The Enhanced Role of Doctors of Chiropractic in the Treatment of 
Chronic Pain 


7. Developing a Chiropractic Educational Campaign for Current and 
Future DVA Healthcare Personnel 


8. Establishing a DVA Liaison to the Chiropractic Profession 



Recommendation 1. Ensuring Access to Chiropractic 

Services in the DVA Healthcare System 

T he key to developing an effective policy on chiropractic care in the 
Veterans healthcare system is the guarantee of reasonable beneficiary 
access to the services provided by doctors of chiropractic, and the 
accessibility of such services in all areas served by the DVA healthcare system. 
Accordingly, this report recommends that the policy on chiropractic care should 
ensure the availability of chiropractic care at each DVA treatment facility, 
including all DVA hospitals and satellite clinics. When, due to geographic 
location, access to a DVA treatment facility Is not reasonably available, 
chiropractic care should be provided on a local basis by doctors of chiropractic 
who have been pre-qualified and authorized to provide services to DVA 
beneficiaries. In fact, this was a key issue when the House Veterans' Affairs 
Committee considered the Veterans’ Millennium Healthcare Act (P.L. 106- 
117). In the committee report (106-237) that accompanied the statutory 
language, the committee stated that, “in recognition of evolving medical 
practice, Section 304 of the reported bill would require the VA to establish a 
policy that would permit greater access to chiropractic care, particularly in 
rural and medically underserved areas."' 


DIRECT ACCESS 

Additionally, in both DVA hospitals and other locations, the availability of 
chiropractic services should be on a direct access basis. In the United States, 
the governments of all states license and regulate doctors of chiropractic as 
independently practicing healthcare professionals. All of these jurisdictions 
recognize chiropractors' rights and responsibility to serve as a first-contact, portal 
of entry provider.^ As such, doctors of chiropractic possess the diagnostic skills 
necessary to differentiate health conditions that are amenable to their 
management from those conditions that require referral or co-management with 
other professionals. Doctors of chiropractic recognize the value of working in 
cooperation with other healthcare practitioners, and acknowledge their 
responsibility to do so in the best interest of the patient. 

Ensuring direct access to doctors of chiropractic is extremely important to the 
proper utilization of chiropractic care. Patients often experience difficulty 
accessing chiropractic care when a refemal from a medical doctor or nurse is 
required. Although they are skilled and trained professionals, medical doctors 
and nurses typically receive no professional training during their formal 
education relating to when it is appropriate to refer to doctors of chiropractic. 
Accordingly, It is not surprising that medical referrals are small in number, 
because the traditional medical personnel simply do not know when it is 
appropriate or desirable to refer for chiropractic treatment. AHCPR recognized 
this problem in a report entitled “Chiropractic in the United States: Training, 
Practice & Research." In this report, AHCPR stated, “Given that medical 



practitioners have little exposure to chiropractic training or practice, a case 
can be made for not requiring medical referral." ’ 

Additionally, some biases against the chiropractic profession, including a 
perceived threat of competition, remain within some segments of organized 
medicine, and wort< against the concept of informed and professional referral. 
These biases may be a holdover effect dating from previous efforts by some 
elements of organized medicine to boycott and contain the profession in violation 
of the nation's anti-trust laws (Wilk v. AMA).‘ 

A referral process that restricts access to chiropractic care, as provided by a 
doctor of (^iropractic, can have an adverse effect on overall healthcare cost. 
Various studies have found that expanded access to chiropractic care can 
reduce healthcare costs while increasing patient outcomes and satisfaction. The 
Ontario Ministry of Health concluded that "chiropractic management of low- 
back pain is more cost-effective than medical managemenf and 
recommended that any economic disincentives to chiropractic care should be 
removed. ° A report by the College of William and Mary and Medical College 
of Virginia entitled Mandated Health Insurance Coverage for Chiropractic 
Treatment: An Economic Assessment, with Implications for the 
Commonwealth of Virginia stated that, “The low cost impact of chiropractic is 
due not to its low rate of use, but to its apparently offsetting impacts on costs 
in the face of high rates of utilization."® 
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Recommendation 2. 



Scope of Practice of Doctors of 
Chiropractic within the DVA Healthcare 
System 


RECOMMENDED SCOPE OF SERVICES FOR DOCTORS OF 
CHIROPRACTIC 


Doctors of chiropractic are trained and educated at chiropractic colleges 
accredited by the Council on Chiropractic Education (recognized as an 
accrediting agency for chiropractic education by the U.S. Department of 
Education). Their scope of practice extends well beyond treatment and 
incorporates broad patient evaluation and diagnostic components, as well as 
the following services: 

• Primary contact or care services. 

• Diagnostic testing and imaging, including differential diagnosis, with the 
accompanying ability to perform and/or order as well as interpret diagnostic 
tests, including venipuncture. 

• Taking and interpretation of diagnostic imaging, electro-diagnostic testing, and 
laboratory analysis. 

• Manipulation/adjustment services and a range of other manual and physical 
therapeutic procedures including daily living instructions, ergonomics, and 
exercise/rehabiiitation and counseling. 

• Nutritional counseling including advice on vitamins and food supplements. 


• Prescriptive drugs and surgery, however, are outside a chiropractor’s scope of 
professional practice.' 

It is the recommendation of the ACA and ACC that the above services form the 
basis for the scope of practice of doctors of chiropractic within the DVA health 
care system. Please refer to state-level examples on following pages. 


SPECIFIC STATE SCOPE OF SERVICES/EXCERPTS FROM FLORIDA. 
PENNSYLVANIA. AND CALIFORNIA STATUTES 


The following excerpts from state law reflect the basic scope of professional 
services listed above They are intended to exemplify how these concepts 
are delineated under state law. 
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Florida 


a. ‘Practice of chiropractic' means a noncombative 
principle and practice consisting of the science, 
philosophy, and art of the adjustment, 
manipulation, and treatment of the human body 
using specific chiropractic adjustment or 
manipulation techniques taught in chiropractic 
colleges accredited by the Council on 
Chiropractic Education. 

b Any chiropractic physician who has complied 

with the provisions of this chapter may examine, 
analyze, and diagnose the human living body 
and its diseases by the use of any physical, 
chemical, electrical, or thermal method; use the 
x-ray for diagnosing; phlebotomize; and use any 
other general method of examination for 
diagnosis and analysis taught in any school of 
chiropractic. 

c. Chiropractic physicians may adjust, manipulate, 
or treat the human body by manual, mechanical, 
electrical, or natural methods; by the use of 
physical means or physiotherapy, including light, 
heat, water, or exercise; by the use of 
acupuncture; or by the administration of foods, 
food concentrates, food extracts, and items for 
which a prescription is not required and may 
apply first aid and hygiene, but chiropractic 
physicians are expressly prohibited from 
prescribing or administering to any person any 
legend drug except as authorized under 
subparagraph 2.. from performing any surgery 
except as stated herein, or from practicing 
obstetrics. 

d. Chiropractic physicians shall have the privileges 
of services from the department’s laboratories. 
The term ‘chiropractic,’ ‘doctor of chiropractic,’ or 
’chiropractor’ shall be synonymous with 
’chiropractic physician,' and each term shall be 
construed to mean a practitioner of chiropractic 
as the same has been defined herein. 
Chiropractic physicians may analyze and 
diagnose the physical conditions of the human 
body to determine the abnormal functions of the 
human organism and to determine such 
functions as are abnormally expressed and the 
cause of such abnormal expression.' 
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Pennsylvania 

"CHIROPRACTIC” A branch of the healing arts dealing with 
the relationship between the articulations of the vertebral 
column, as well as other articulations, and the neuro-musculo- 
skeletal system and the role of these relationships in the 
restoration and maintenance of health. The term shall Include 
systems of locating misaligned or displaced vertebrae of the 
human spine and other articulations; the examination 
preparatory to the adjustment or manipulation of such 
misaligned or displaced vertebrae and other articulations; the 
adjustment or manipulation of such misaligned or displaced 
vertebrae and other articulations; the furnishing of necessary 
patient care for the restoration and maintenance of health; and 
the use of board-approved scientific instruments of analysis, 
including x-ray. The terni shall also include diagnosis, provided 
that such diagnosis is necessary to determine the nature and 
appropriateness of chiropractic treatment; the use of adjunctive 
procedures in treating misaligned or dislocated vertebrae or 
articulations and related conditions of the nen/ous system, 
provided that, after January 1, 1988, the licensee must be 
certified in accordance with this act to use adjunctive 
procedures; and nutritional counseling, provided that nothing 
herein shall be construed to require licensure as a chiropractor 
in order to engage in nutritional counseling. The term shall not 
include the practice of obstetrics or gynecology, the reduction 
of fractures or major dislocations, or the use of drugs or 
surgery.”* 

California 


(1) A duly licensed chiropractor may manipulate and adjust the 
spinal column and other joints of the human body and in the 
process thereof a chiropractor may manipulate the muscle and 
connective tissue related thereto. 

(2) As part of a course of chiropractic treatment, a duly licensed 
chiropractor may use all necessary mechanical, hygienic, and 
sanitary measures incident to the care of the body, including, 
but not limited to, air, cold, diet, exercise, heat, light, massage, 
physical culture, rest, ultrasound, water, and physical therapy 
techniques in the course of chiropractic manipulations and/or 
adjustments. 

(3) Other than as explicitly set forth in section 10(b) of the Act, 
a duly licensed chiropractor may treat any condition, disease, 
or injury in any patient, including a pregnant woman, and may 
diagnose, so long as such treatment or diagnosis is done in a 
manner consistent with chiropractic methods and techniques 



and so long as such methods and treatment do not constitute 
the practice of medicine by exceeding the legal scope of 
chiropractic practica as set forth in thie section. 

(4) A chiropractic lioenae issued in the State of Califomia does 
not authorize the holder thereof. 

(A) to practice surgery or to sever or 
penetrate liasues of human beings. 

Including, but not Hmisd to severing the 
umbilical cord; 

(B) to dalivar a human child or practice 
obstetrics; 

(C) to practice danbstry; 

(D) to practice oplometry; 

(E) to use any drug or medicine included in materia madica; 

(F) to use a Kthotripter, 

(G) to use uttrasouTKl on a fetus for either diagnostic or 
treatment purposes; or 

(H) to perform a mammography. 

(5) A duly Noenaad chiropractor may employ the use of 
vitamins, food supplements, foods for special dietary use, or 
proprietary medicines, if the above substances are also 
included in section 4052 of the Business and Professions 
Code, so long as such substances are not included In materia 
medica as defirwd in section 13 of the Business and 
Professions Code. 

The use of such substances by a licensed chiropractor in the 
treatment of illness or injury must be within the scope of the 
practice of chiropractic as defined in section 7 of the Act. 

(6) Except as specifically provided in section 302(a)(4), a duly 
licensed chiropractor may make use of x-ray and thermography 
equipment for the purposes of diagnosis but not for the 
purposes of treatment. A duty licensed chiropractor may make 
use of diagnostic ultrasound equipment for the purposes of 
neuromuscular skeletal diagnosis. 

(7) A duly licensed chiropractor may only practice or attempt to 
practice or hold Nm or herself out as practicing a system of 
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chiropractic. A duly licensed chiropractor may also advertise 
the use of the modalities authorized by this section as a part of 
a course of chiropractic treatment, but is not required to use all 
of the diagnostic and treatment modalities set forth in this 
section. A chiropractor may not hold him or herself out as 
being licensed as anything other than a chiropractor or as 
holding any other healing arts license or as practicing physical 
therapy or use the term “physical therapy" in advertising unless 
he or she holds another such license.’® 


CONDITIONS TREATED BY CHIROPRACTORS 


In general, “various studies, which include national surveys in the U.S., 
Canada, Australia, and Europe, indicate that 95% of chiropractic patients have 
neuromusculoskeletal pain (NMS disorders), and fully 65-70% have back pain. 
The breakdown of ail patient complaints seen in chiropractic practice, also 
illustrated in Figure 1 , is: 


Figure 1 

Back pain 

Low back pain 

Mid-ba<^ pain 

65% 

5% 

70% 

Ottwr NMS pain 

Head/neck pain 

Extremity pain 
(Shoulder, arm, ieg, etc.) 

15% 

10% 

25% 

Non-NMS pain 

Total 

e.g. allergies, asthma, digestive disorders, 
menstrual problems, mual/hearing/balance 
disorders, etc. 


5% 

100% 


“These figures need to be interpreted with some caution for several reasons. 
First, third-party payment policies influence what chiropractors record in their 
patient charts. For example, in the U.S., Medicare and some private insurers 
require chiropractors to report neuromusculoskeletal diagnosis as a condition 
of coverage. 

“Second, the realities of practice mean that many of the non- 
neuromusculoskeletal complaints managed by chiropractors are secondary to 
neuromusculoskeletal pain. 

“Third, in many cases it is quite unclear whether the primary problem is 
neuromusculoskeletal or non-neuromusculoskeletal. As an example, 
chiropractors experience cases where a patient has a medical diagnosis of a 
cardiac problem but also has pronounced spinal dysfunction. Each condition 
may influence or aggravate the other, and it is unclear which is of primary 
importance. Manual treatments to relieve the spinal dysfunction may 
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‘completely resolve the pain being treated by the cardiologist as a pure 
cardiac disorder. A chiropractor, in these circumstances, feeis it is more 
appropriate to record this in chiropractic dinicai records as a case of joint and 
muscle dysfunction in the thoracic spine (mid-back), rather than a case of 
cardiac or chest pain. 

‘Fourth, whatever the patient's condition, chiropractors fundamentally see 
themselves as diagnosing and treating the underlying joint and soft tissue 
dysfunction. This will have reflex effects in the nervous system that may 
influence various conditions and general health, not just the patient's primary 
complaint. To illustrate this point: 

“Chiropractors report clinical success in treating children with chronic ear 
infections (otitis media). It seems that some children have joint and muscle 
restrictions in the cervical spine, that correction of these may have a related 
effect on the function of the Eustachian tubes (probably their diameter and 
inclination), and that this improves drainage of the tubes and helps prevent 
future infections. The child's mother or father sees this as treating otitis 
media. A chiropractor generally describes this as treating joint and soft tissue 
dysfunction. 


“Bearing in mind all these considerations it remains 
clear, however, that the management of conditions 
thought by patients to be non-neuromusculoskeletal is 
a relatively small part of chiropractic practice — about 
5%. This percentage can be expected to gradually 
increase now that the areas of back and neck pain 
have given medical and chiropractic doctors a secure 
basis for working together. This means that many 
more medical physicians will be exposed to patients 
who experience non-neuromusculoskeletal health 
benefits, and will then provide the patients for 
interdisciplinary clinical research to more fully 
investigate and understand the contribution of spinal 
dysfunction to problems such as cardiac disorders, 
respiratory disorders, dysmenorrhea and chronic 
constipation.”” 

A specific listing of diagnostic codes for conditions commonly treated by 

chiropractors is attached. Please see Addendum, Section IV. 
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Recommendation 3. Employment Status of Doctors of 

Chiropractic 

D octors of chiropractic can and should be retained as full-time 
employees, part-time employees, and outside contractors to fit the 
needs and circumstances of the Veterans Administration and its 
patients. 

Doctors of chiropractic should be core members of the interdisciplinary team 
that is part of the DVA's healthcare delivery system Patients should have 
direct access to doctors of chiropractic. They are portal-of-entry providers into 
the healthcare delivery system and will add a substantial cost-effective 
resource to the DVA's healthcare team. 

The hiring practices currently in place for other professional personnel should 
be applied to chiropractic. Doctors of chiropractic graduate with a four-year 
clinical doctorate degree and are a legally and independently licensed 
profession in all states. Physician status should be included in Title 38 U.S.C., 
Section 7404, along with doctors of medicine, osteopathy, dentistry, 
optometry, and podiatry. 


PERSONNEL POLICIES 

Minimum qualifications for appointment as a DVA doctor of chiropractic are; 

• U.S. citizenship (non-citizens may be appointed when qualified citizens 
are not available). 

• Degree of Doctor of Chiropractic from an institution approved by the 
Council on Chiropractic Education (CCE) for the year in which the 
degree was granted. Chiropractors graduating prior to CCE 
accreditation in 1 974 must be fully licensed and meet state licensure 
requirements. 

• Current, full, active, and unrestricted license to practice chiropractic in 
any state, territory, or commonwealth (e.g. Puerto Rico) of the United 
States or the District of Columbia, 

• Successful professional record for experienced doctors of chiropractic. 

• Personal interviews by a doctor of chiropractic may include questions 
on clinical competency. 

• English language proficiency. 


OPTIONAL QUALIFICATIONS: 

The following qualifications for DVA employment as a doctor of chiropractic 
are optional and should be considered, without being exclusionary, in the 
selection of candidates who have satisfied all of the minimal qualifications 
stated above; 



• Prior successful professional private practice experience. 

• Board-eligible or diplomate status in an appropriate state licensing 
board-approved or accredited board program. 

• Formal hospital staff privileges or evidence of providing chiropractic 
care in a multidisciplinary outpatient clinic. 

• Additional healthcare degrees, registrations, or certifications (e.g. 
DACBR, DABCO, RN, PT, MD, DO, etc.). 

• Academic teaching appointments. 

• Special awards, citations, or recognitions. 
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Recommendation 4. The Role of Doctors of Chiropractic in 

Rurai and Medicaiiy Underserved Areas 

D octors of chiropractic should be integrated into the DVA in such a way 
that they are able to serve veterans living in rural and medically 
underserved areas. 

Ongoing surveys and area analyses suggest that chiropractic practices 
located near primary care shortage areas exhibit higher practice volume, and 
that doctors of chiropractic render a significant amount of care to underserved 
populations. 

Doctors of chiropractic are uniquely situated to meet the needs of veterans 
living in underserved areas. There is some evidence to suggest that the 
extent, scope and scale of chiropractic practice is expanded in rural and 
medically underserved areas. Doctors of chiropractic are well trained to 
perform the complete history and examination procedures required of a first 
contact provider. They are able to make appropriate referrals to other 
healthcare providers when needed'^ and high levels of patient satisfaction are 
found with doctors of chiropractic practicing in Health Professional Shortage 
Areas’’. 



Recommendation 5. 


Hospital Privileges and Credentialing of 
Doctors of Chiropractic 


PRIVILEGES 

P ractice privileges for doctors of chiropractic are defined as “minimunri 
practice privileges' and 'additional practice privileges,’ as listed below, 
are recommended. The minimum practice privileges should be granted 
to all doctors of chiropractic determined to be qualified through the hiring 
process. At the option of an appointed medical liaison, additional privileges 
should be granted upon request if the mandatory qualifications for such a 
request can be satisfactorily demonstrated. 

The following is the minimum set of privileges that should be granted to all 
doctors of chiropractic in the DVA healthcare system: 

• Performance of patient history and complete physical examinations, 
including specialized chiropractic examinations. 

• Ordering of and interpretation of diagnostic imaging to include, but not 
be limited to, plain radiography, diagnostic uKrasound, MRI, CT scans, 
and nuclear studies. 

• Ordering of and interpretation of standard diagnostic laboratory tests. 

• Ordering of and interpretation of certain electro-diagnostic 
procedures. 

• Performance of standard approved osseous and soft-tissue 
procedures consistent with chiropractic care, as commonly taught in 
the core curriculum of the Council on Chiropractic Education- 
accredited chiropractic colleges. 

• Referral of patients to specialty services when clinically appropriate. 

• Provision of physiotherapeutic modalities consistent with chiropractic 
care, as commonly taught in the core curriculum of the Council on 
Chiropractic Education-accredited colleges, e g., heat, cold, electrical 
stimulation, therapeutic ultrasound, etc. 

• Provision of patient instructions and recommendations in all matters 
pertaining to hygiene, nutrition, exercise, sanitary measures, lifestyle 
changes, and modifications of ergonomic factors. 

• Ordering of orthotics, heal lifts, cervical collars, braces/supports, 
durable medical equipment (i.e. TENS units), etc. 



• Opportunity to serve on appropriate hospital or clinic committees, and 
participate in educational functions, such as grand rounds, journal 
club, case reviews, etc. 

• Additional privileges may be granted as appropriate. 


CREDENTIALING 

Note; “Credentialing” is referred to as “Qualifications” in the DVA literature for 
“all" healthcare occupations: Advanced Practice Nurse, CNRA, Dentist, 
Expanded-Function Dental Auxiliary, LPN, OT, OD, Pharmacist, PT, 
Physician, PA, DPM, RN, and Respiratory Therapist. Doctors of Chiropractic 
should be included in this list. 



Recommendation 6. 


The Enhanced Role of Doctors of 
Chiropractic in the Treatment of Chronic 
Pain 


T he American Chiropractic Association (ACA) and the Association of 
Chiropractic Colleges (ACC) are proposing the establishment of a 
collaborative interdisciplinary chronic pain management initiative with 
the Department of Veterans Affairs, as part of the new partnership envisioned 
by the Congress between the chiropractic healthcare profession and the DVA. 


NATIONAL FOCUS 

Over the past decade, Congress has expressed its support for greater focus 
among the Federal research and development agencies on addressing the 
issue of enhanced research and medical treatment for those suffering from 
chronic pain. In 1996, Congress authorized the establishment of a Pain 
Research Consortium at the National Institutes of Health— an initiative that 
ultimately led to the creation of a Center for Chiropractic Research within the 
then-Office of Alternative Medicine at NIH. Therefore, the concept of an 
Interdisciplinary Chronic Pain Management Program at the Department of 
Veterans Affairs is not a new one. However, in light of the Congressional 
mandate in Section 303 of Public Law 1 06-1 1 7 for the Department of Veterans 
Affairs to establish a policy for providing chiropractic healthcare services to 
address, among other things, lower-back pain for veterans healthcare 
beneficiaries, the ACA and the ACC are recommending that the Department, 
in partnership with the chiropractic healthcare profession, embark upon an 
expanded partnership to address the issue of chronic pain management on a 
national scale through the Department of Veterans Affairs. 


COLLABORATIVE EFFORTS TOWARD CHRONIC PAIN MANAGEMENT 

The ACA and the ACC are aware of the important chronic pain management 
efforts at the Department of Veterans Affairs, including chronic pain 
rehabilitation programs at Tampa, Florida; Salt Lake City, Utah; Gainesville, 
Florida and other venues However, we firmly believe that the Congressional 
mandate for a chiropractic healthcare policy in the DVA presents an historic 
opportunity to bring together the so-called traditional medical healthcare 
providers in the DVA and doctors of chiropractic to co-chair a national 
veterans’ healthcare program in the area of chronic pain management. The 
Congress continues to give chronic pain management a high priority and the 
ACA and the ACC believe that an interdisciplinary, collaborative chronic pain 
management program for our veterans is long overdue. 
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PLAN PROPOSAL 

The ACA and the ACC propose that the chiropractic healthcare profession 
and the Veterans Health Administration co-chair a national chronic pain 
management program at the Department of Veterans Affairs that would, 
among other things, 

• Carry out demonstration projects at DVA healthcare facilities in at least 
four regions of the United States, building upon the successful chronic 
pain management program in Tampa and other DVA locations; and 

• Engage medical schools, chiropractic colleges and universities, and 
the Center for Chiropractic Research located at Palmer Chiropractic 
College in Davenport, Iowa, to form the nucleus of the proposed 
Interdisciplinary Chronic Pain Management Initiative at the Department 
of Veterans Affairs. 

The ACA and the ACC welcome the opportunity to prepare a more detailed 
proposal for the design, conduct, and implementation of an interdisciplinary 
chronic pain management program with the Department of Veterans Affairs. 
We look fonward to developing such a proposal with input from practicing 
doctors of chiropractic, physicians within the Department of Veterans Affairs 
medical care system, and officials from DVA headquarters, in response to the 
mandates contained in the Veterans' Millennium legislation. 



Recommendation 7. Developing a Chiropractic Educational 

Campaign for Current and Future DVA 
Healthcare Personnel 

T he ACA and ACC recommend the development and implementation of 
training and educational programs that encompass the entire spectrum 
of DVA facilities to enhance the smooth integration of chiropractic 
services. These programs would result in professional interaction and 
appropriate referrals that benefit the patient. They should be sustained as an 
ongoing DVA training and education initiative The ACA and the ACC are 
prepared to play a leading role In assisting the DVA in the development and 
implementation of these programs 

All levels of staff who decide policy and implement chiropractic benefits should 
have a full understanding of the integration of chiropractic benefits and how 
and when a doctor of chiropractic can be helpful in patient care. 
Recommended audiences include; 

• DVA administrators, policymakers and medical directors 
• Senior management working with primary care programs 
• Clinical managers 

• Hospital and healthcare system managers 
t Professional personnel of the Veterans Administration 

To facilitate the above, senior DVA personnel should make site visits to 
chiropractic colleges to familiarize themselves with chiropractic care. The 
ACC and the ACA offer their assistance to facilitate such scheduled events. 
Senior staff should also be educated and trained about chiropractic. 

Education and training should include information about the education of 
doctors of chiropractic, their practice routines and protocols, hospital staff 
privileges, and routine patient visit practices Programs should provide forums 
for question-and-answer sessions. The ACC and the ACA can provide 
assistance in this area, providing educators and practicing doctors of 
chiropractic to help lead presentations 

College campus visits are recommended to help initiate the chiropractic 
integration process. A training module could be developed for use at medical 
staff meetings, at orientations given to primary care planning committees, for 
residents' trainings, and as a resource document for DVA strategic planning. 
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Recommendation 8. Establishing a DVA Liaison to the 
Chiropractic Profession 


I n order to assist the DVA with the development and implementation 
of an effective policy regarding chiropractic care, the ACA and ACC 
recommend that an ongoing dialog be established between DVA and 
ACA/ACC and that a senior-level DVA official be designated as a 
liaison for this purpose. This individual would serve as the primary DVA 
point of contact and would help organize and facilitate future meetings, 
communications, etc., between DVA and ACA/ACC for the purposes of 
helping to develop, implement, and monitor DVA’s new policy on 
chiropractic care. 
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SECTION IV 

ADDENDUM 


ICD-9-CM Codes 

International Classification of Diseases, 9th Revision, Clinical Modification 
Codes (ICD-9-CM Codes) are designed to classify illnesses, Injuries, and 
patient-health care provider encounters for services. 

NOTE: This is not an all-inclusive list of ICD-9 codes, and is provided simply 
as a list of commonly used codes by DCs. 


ICD-9-CM Codes 

ICD CODES - NUMERIC CATEGORY LISTING 
CODE DESCRIPTION 

290-319 Mental Disorders 

307 SPECIAL SYMPTOMS OR SYNDROMES, NOT ELSEWHERE 

CLASSIFIED 

307.6 ENURESIS, PSYCHOGENIC, NONORGANIC, HABIT 

DISTURBANCE 

307.81 TENSION HEADACHE 

307.89 COLIC, PSYCHOGENIC ABDOMINAL 

320-389.1.1 Diseases of the Nervous System and Sense Organs 

333.83 SPASMODIC TORTICOLLIS 

346 MIGRAINE 

346.0 CLASSIC MIGRAINE 

346.1 COMMON MIGRAINE 

346.2 VARIANTS OF MIGRAINE 

346.8 OTHER FORMS OF MIGRAINE 

346.9 MIGRAINE, UNSPECIFIED 

350.1 TRIGEMINAL NEURALGIA 

350.2 ATYPICAL FACE PAIN 

351 FACIAL NERVE DISORDER 

351.0 BELL'S PALSY 

352 DISORDERS OF OTHER CRANIAL NERVES 

352.3 DISORDERS OF PNEUMOGASTRIC (10TH) NERVE 

352.9 UNSPECIFIED DISORDER OF CRANIAL NERVES 

353 NERVE ROOT AND PLEXUS DISORDERS 

353.0 BRACHIAL PLEXUS LESIONS 

353. 1 LUMBOSACRAL PLEXUS LESIONS 

353.2 CERVICAL ROOT LESIONS, NOT ELSEWHERE CLASSIFIED 
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353.3 

353.4 

353.8 

353.9 
354 

354.0 

354 1 

354.2 

354.3 

354.4 

354.5 

354.8 

354.9 

355 

355.0 

355.1 

355.4 

355.5 
381.4 

386 

386.0 

386.3 

386.9 


390-459 

401.9 

520-579 

524.6 


630-677 

648.7.1.1 


710-739 

710.4 

714.3 

715 

715.0 

715.00 





THORACIC ROOT LESIONS, NOT ELSEWHERE 
CLASSIFIED 

LUMBOSACRAL ROOT LESIONS, NOT ELSEWHERE 
CLASSIFIED 

OTHER NERVE ROOT AND PLEXUS DISORDERS 

UNSPECIFIED NERVE ROOT AND PLEXUS DISORDER 

MONONEURITIS UPPER LIMB 

CARPAL TUNNEL SYNDROME 

OTHER LESION OF MEDIAN NERVE 

LESION OF ULNAR NERVE 

LESION OF RADIAL NERVE 

CAUSALGIA OF UPPER LIMB 

MONONEURITIS MULTIPLEX 

OTHER MONONEURITIS OF UPPER LIMB 

MONONEURITIS OF UPPER LIMB, UNSPECIFIED 

MONONEURITIS LEG 

LESION OF SCIATIC NERVE 

MERALGIA PARESTHETICA 

LESION OF MEDIAL POPLITEAL NERVE 

TARSAL TUNNEL SYNDROME 

NONSUPPURATIVE OTITIS MEDIA, NOT SPECIFIED AS 

ACUTE OR CHRONIC 

VERTIGINOUS SYNDROME 

MENIERE'S DISEASE 

LABYRINTHITIS, UNSPECIFIED 

UNSPECIFIED VERTIGINOUS SYNDROMES AND 

LABYRINTHINE DISORDERS 

Diseases of the Circulatory System 
UNSPECIFIED ESSENTIAL HYPERTENSION 

Diseases of the Digestive System 

TEMPOROMANDIBULAR JOINT DISORDERS, 
UNSPECIFIED 

Complications of Pregnancy, Childbirth, and Puerperium 

.1.1 BONE AND JOINT DISORDERS OF BACK, PELVIS, AND 
LOWER LIMBS OF MOTHER, COMPLICATING 
PREGNANCY, CHILDBIRTH, OR THE PUERPERIUM 

Diseases of the Neuromusculoskeletal System and 

Connective Tissue 

POLYMYOSITIS 

CHRONIC OR UNSPECIFIED POLYARTICULAR JUVENILE 
RHEUMATOID ARTHRITIS 
OSTEOARTHROSIS, GENERALIZED 
OSTEOARTHROSIS AND ALLIED DISORDERS 
OSTEOARTHROSIS, GENERALIZED, INVOLVING 
UNSPECIFIED SITE 
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715.04 

715.09 

715.1 
715.11 

715.15 

715.18 

715.2 

715.3 

715.30 

715.38 

715.8 

715.80 

715.89 

715.9 

715.90 
715.96 
715.98 

716.1 

716.66 

716.9 

716.90 

716.91 

716.95 

716.96 

716.97 


.-.'J.C: 


OSTEOARTHROSIS, GENERALIZED, INVOLVING HAND 
OSTEOARTHROSIS, GENERALIZED, INVOLVING MULTIPLE 
SITES 

OSTEOARTHROSIS, LOCALIZED. PRIMARY 
OSTEOARTHROSIS, LOCALIZED, PRIMARY, INVOLVING 
SHOULDER REGION 

OSTEOARTHROSIS, LOCALIZED, PRIMARY, INVOLVING 
PELVIC REGION AND THIGH 

OSTEOARTHROSIS, LOCALIZED, PRIMARY, INVOLVING 
OTHER SPECIFIED SITES 
OSTEOARTHROSIS, LOCALIZED, SECONDARY 
OSTEOARTHROSIS, LOCALIZED, NOT SPECIFIED 
WHETHER PRIMARY OR SECONDARY 
OSTEOARTHROSIS, LOCALIZED, NOT SPECIFIED 
WHETHER PRIMARY OR SECONDARY, UNSPECIFIED 
OSTEOARTHROSIS, LOCALIZED, NOT SPECIFIED 
WHETHER PRIMARY OR SECONDARY, INVOLVING OTHER 
SPECIFIED SITES 

OSTEOARTHROSIS INVOLVING OR WITH MENTION OF 
MORE THAN ONE SITE. BUT NOT SPECIFIED AS 
GENERALIZED 

OSTEOARTHROSIS INVOLVING OR WITH MENTION OF 
MORE THAN ONE SITE, BUT NOT SPECIFIED AS 
GENERALIZED, AND INVOLVING UNSPECIFIED SITE, 
UNSPECIFIED 

OSTEOARTHROSIS INVOLVING OR WITH MENTION OF 
MULTIPLE SITES, BUT NOT SPECIFIED AS GENERALIZED 
OSTEOARTHROSIS. UNSPECIFIED WHETHER 
GENERALIZED OR LOCALIZED, INVOLVING UNSPECIFIED 
SITE 

OSTEOARTHROSIS, UNSPECIFIED WHETHER 
GENERALIZED OR LOCALIZED, UNSPECIFIED 
OSTEOARTHROSIS. UNSPECIFIED WHETHER 
GENERALIZED OR LOCALIZED, INVOLVING LOWER LEG 
OSTEOARTHROSIS, UNSPECIFIED WHETHER 
GENERALIZED OR LOCALIZED, INVOLVING OTHER 
SPECIFIED SITES 
TRAUMATIC ARTHROPATHY 

UNSPECIFIED MONOARTHRITIS INVOLVING LOWER LEG 
UNSPECIFIED ARTHROPATHY 
UNSPECIFIED ARTHROPATHY, SITE UNSPECIFIED, 
UNSPECIFIED 

UNSPECIFIED ARTHROPATHY INVOLVING SHOULDER 
REGION 

UNSPECIFIED ARTHROPATHY INVOLVING PELVIC 
REGION AND THIGH 

UNSPECIFIED ARTHROPATHY INVOLVING LOWER LEG 
UNSPECIFIED ARTHROPATHY INVOLVING ANKLE AND 
FOOT 



716.99 

717 
717.5 

717.7 

717.8 

717.9 

718 

718.0 

718.00 

718.4 

718.5 
718.50 

718.55 
718.85 

718.88 

718.98 

719.4 

719.40 

719.41 

719.42 

719.43 

719.44 

719.45 

719.46 
71947 

719.48 

719.49 

719.5 

719.50 

719.51 

719.55 

719.58 

719.59 

719.6 

719.60 
719.65 
719.68 


UNSPECIFIED ARTHROPATHY INVOLVING MULTIPLE 
SITES 

INTERNAL DERANGEMENT OF KNEE 
DERANGEMENT OF MENISCUS, NOT ELSEWHERE 
CLASSIFIED 

CHONDROMALACIA OF PATELLA 

OTHER INTERNAL DERANGEMENT OF KNEE 

UNSPECIFIED INTERNAL DERANGEMENT OF KNEE 

OTHER DERANGEMENT OF JOINT 

ARTICULAR CARTILAGE DISORDER 

ARTICULAR CARTILAGE DISORDER, UNSPECIFIED 

CONTRACTURE OF JOINT 

ANKYLOSIS OF JOINT 

ANKYLOSIS OF JOINT, UNSPECIFIED 

ANKYLOSIS OF JOINT. PELVIS 

OTHER JOINT DERANGEMENT, NOT ELSEWHERE 

CLASSIFIED 

OTHER JOINT DERANGEMENT, NOT ELSEWHERE 
CIASSIFIED, INVOLVING OTHER SPECIFIED SITES 
UNSPECIFIED DERANGEMENT OF JOINT OF OTHER 
SPECIFIED SITES 
PAIN IN JOINT 

PAIN IN JOINT, UNSPECIFIED 

PAIN IN JOINT INVOLVING SHOULDER REGION 

PAIN IN JOINT INVOLVING UPPER ARM 

PAIN IN JOINT INVOLVING FOREARM 

PAIN IN JOINT INVOLVING HAND 

PAIN IN JOINT INVOLVING PELVIC REGION AND THIGH 

PAIN IN JOINT INVOLVING LOWER LEG 

PAIN IN JOINT INVOLVING ANKLE AND FOOT 

PAIN IN JOINT INVOLVING OTHER SPECIFIED SITES 

PAIN IN JOINT INVOLVING MULTIPLE SITES 

STIFFNESS OF JOINT, NOT ELSEWHERE CLASSIFIED 

STIFFNESS OF JOINT, NOT ELSEWHERE CLASSIFIED, 

UNSPECIFIED 

STIFFNESS OF JOINT, NOT ELSEWHERE CLASSIFIED, 

INVOLVING SHOULDER REGION 

STIFFNESS OF JOINT, NOT ELSEWHERE CLASSIFIED, 

INVOLVING UNSPECIFIED SITE 

STIFFNESS OF JOINT. NOT ELSEWHERE CLASSIFIED, 

INVOLVING OTHER SPECIFIED SITES 

STIFFNESS OF JOINT. NOT ELSEWHERE CLASSIFIED, 

INVOLVING MULTIPLE SITES 

OTHER SYMPTOMS REFERABLE TO JOINT 

OTHER SYMPTOMS REFERABLE TO JOINT, UNSPECIFIED 

OTHER SYMPTOMS REFERABLE TO JOINT, PELVIS 

OTHER SYMPTOMS REFERABLE TO JOINT, INVOLVING 

OTHER SPECIFIED SITES 
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719.69 

719.7 

719.70 
719.75 

719.8 

719.80 
719.85 

719.88 

719.89 

719.9 

719.90 
719.95 

719.98 

719.99 

720 

720.0 

720.1 

720.2 

720.8 

720.81 

720.9 

721 

721.0 

721.1 

721.2 

721.3 

721.4 

721.41 

721.42 

721.5 

721.6 

721.7 

721.8 

721.9 

721.90 

721.91 

722 



OTHER SYMPTOMS REFERABLE TO JOINT, INVOLVING 

MULTIPLE SITES 

DIFFICULTY IN WALKING 

DIFFICULTY IN WALKING, UNSPECIFIED 

DIFFICULTY IN WALKING, PELVIS 

OTHER SPECIFIED DISORDERS OF JOINT, INVOLVING 

OTHER SPECIFIED SITE 

OTHER SPECIFIED DISORDERS OF JOINT, INVOLVING 

OTHER SPECIFIED SITE, UNSPECIFIED 

OTHER SPECIFIED DISORDERS OF JOINT, INVOLVING 

OTHER SPECIFIED SITE, PELVIS 

OTHER SPECIFIED DISORDERS OF JOINT, INVOLVING 

OTHER SPECIFIED SITES 

OTHER SPECIFIED DISORDERS OF JOINT, INVOLVING 
MULTIPLE SITES 

UNSPECIFIED DISORDER OF JOINT 

UNSPECIFIED DISORDER OF JOINT, UNSPECIFIED 

UNSPECIFIED DISORDER OF JOINT, PELVIS 

UNSPECIFIED DISORDER OF JOINT 

UNSPECIFIED DISORDER OF JOINT 

ANKYLOSING SPONDYLITIS AND OTHER INFLA>MMATORY 

SPONDYLOPATHIES 

ANKYLOSING SPONDYLITIS 

SPINAL ENTHESOPATHY 

SACROILIITIS, NOT ELSEWHERE CLASSIFIED 

OTHER INFLAMMATORY SPONDYLOPATHIES 

INFU\MMATORY SPONDYLOPATHIES IN DISEASES 

CLASSIFIED ELSEWHERE 

UNSPECIFIED INFLAMMATORY SPONDYLOPATHY 
SPONDYLOSIS AND ALLIED DISORDERS 
CERVICAL SPONDYLOSIS WITHOUT MYELOPATHY 
CERVICAL SPONDYLOSIS WITH MYELOPATHY 
THORACIC SPONDYLOSIS WITHOUT MYELOPATHY 
LUMBOSACRAL SPONDYLOSIS WITHOUT MYELOPATHY 
THORACIC OR LUMBAR SPONDYLOSIS WITH 
MYELOPATHY 

SPONDYLOSIS WITH MYELOPATHY, THORACIC REGION 
SPONDYLOSIS WITH MYELOPATHY, LUMBAR REGION 
KISSING SPINE 

ANKYLOSING VERTEBRAL HYPEROSTOSIS 
TRAUMATIC SPONDYLOPATHY 
OTHER ALLIED DISORDERS OF SPINE 
SPONDYLOSIS OF UNSPECIFIED SITE 
SPONDYLOSIS OF UNSPECIFIED SITE WITHOUT 
MENTION OF MYELOPATHY 
SPONDYLOSIS OF UNSPECIFIED SITE WITH 
MYELOPATHY 

INTERVERTEBRAL DISC DISORDERS 



722.0 

722.1 

722.10 

722.11 

722.2 

722.3 

722.30 

722.31 

722.32 

722.4 

722.5 

722.51 

722.52 

722.6 

722.7 

722.71 

722.72 

722.73 

722.8 

722.80 

722.81 

722.82 

722.83 

722.9 

722.90 

722.91 

722.92 

722.93 

723 

723.0 

723.1 

723.2 

723.3 


DISPLACEMENT OF CERVICAL INTERVERTEBRAL DISC 
WITHOUT MYELOPATHY 
DISPLACEMENT OF THORACIC OR LUMBAR 
INTERVERTEBRAL DISC WITHOUT MYELOPATHY 
DISPLACEMENT OF LUMBAR INTERVERTEBRAL DISC 
WITHOUT MYELOPATHY 

DISPLACEMENT OF THORACIC INTERVERTEBRAL DISC 
WITHOUT MYELOPATHY 

DISPLACEMENT OF INTERVERTEBRAL DISC, SITE 
UNSPECIFIED, WITHOUT MYELOPATHY 
SCHMORL'S NODES 
SCHMORL’S NODES, UNSPECIFIED 
SCHMORL'S NODES OF THORACIC REGION 
SCHMORL'S NODES OF LUMBAR REGION 
DEGENERATION OF CERVICAL INTERVERTEBRAL DISC 
DEGENERATION OF THORACIC OR LUMBAR 
INTERVERTEBRAL DISC 

DEGENERATION OF THORACIC OR THORACOLUMBAR 
INTERVERTEBRAL DISC 

DEGENERATION OF LUMBAR OR LUMBOSACRAL 
INTERVERTEBRAL DISC 

DEGENERATION OF INTERVERTEBRAL DISC, SITE 
UNSPECIFIED 

INTERVERTEBRAL DISC DISORDER WITH MYELOPATHY 
INTERVERTEBRAL DISC DISORDER WITH MYELOPATHY, 
CERVICAL REGION 

INTERVERTEBRAL DISC DISORDER WITH MYELOPATHY, 
THORACIC REGION 

INTERVERTEBRAL DISC DISORDER WITH MYELOPATHY, 
LUMBAR REGION 
POSTLAMINECTOMY SYNDROME 
POSTLAMINECTOMY SYNDROME, UNSPECIFIED 
POSTLAMINECTOMY SYNDROME OF CERVICAL REGION 
POSTLAMINECTOMY SYNDROME OF THORACIC REGION 
POSTLAMINECTOMY SYNDROME OF LUMBAR REGION 
OTHER AND UNSPECIFIED DISC DISORDER 
OTHER AND UNSPECIFIED DISC DISORDER OF 
UNSPECIFIED REGION 

OTHER AND UNSPECIFIED DISC DISORDER OF CERVICAL 
REGION 

OTHER AND UNSPECIFIED DISC DISORDER OF 
THORACIC REGION 

OTHER AND UNSPECIFIED DISC DISORDER OF LUMBAR 
REGION 

OTHER DISORDERS OF CERVICAL REGION 
SPINAL STENOSIS IN CERVICAL REGION 
CERVICALGIA 

CERVICOCRANIAL SYNDROME 
CERVICOBRACHIAL SYNDROME (DIFFUSE) 



723.4 

723.5 

723.6 

723.7 

723.8 

723.9 

724 

724.0 

724.00 

724.01 

724.02 

724.09 

724.1 

724.2 

724.3 

724.4 

724.5 

724.6 

724.7 
724.70 
724.79 

724.8 

724.9 

726 

726.0 

726.1 

726.10 

726.11 

726.2 

726.32 

726.91 

727 

727.0 

727.00 

727.01 

727.04 

727.05 

727.06 
727.09 


BRACHIAL NEURITIS OR RADICULITIS NOS 
TORTICOLLIS, UNSPECIFIED 
PANNICULITIS SPECIFIED AS AFFECTING NECK 
OSSIFICATION OF POSTERIOR LONGITUDINAL LIGAMENT 
IN CERVICAL REGION 

OTHER SYNDROMES AFFECTING CERVICAL REGION 

UNSPECIFIED NEUROMUSCULOSKELETAL DISORDERS 

AND SYMPTOMS REFERABLE TO NECK 

OTHER AND UNSPECIFIED DISORDERS OF BACK 

SPINAL STENOSIS, OTHER THAN CERVICAL 

SPINAL STENOSIS OF UNSPECIFIED REGION 

SPINAL STENOSIS OF THORACIC REGION 

SPINAL STENOSIS OF LUMBAR REGION 

SPINAL STENOSIS OF OTHER REGION 

PAIN IN THORACIC SPINE 

LUMBAGO 

SCIATICA 

THORACIC OR LUMBOSACRAL NEURITIS OR 

RADICULITIS, UNSPECIFIED 

BACKACHE, UNSPECIFIED 

DISORDERS OF SACRUM 

DISORDERS OF COCCYX 

UNSPECIFIED DISORDERS OF COCCYX 

OTHER DISORDERS OF COCCYX 

OTHER SYMPTOMS REFERABLE TO BACK 

OTHER UNSPECIFIED BACK DISORDERS 

PERIPHERAL ENTHESOPATHIES AND ALLIED 

SYNDROMES 

ADHESIVE CAPSULITIS OF SHOULDER 
DISORDERS OF BURSAE AND TENDONS IN SHOULDER 
REGION, UNSPECIFIED 

ROTATOR CUFF SYNDROME OF SHOULDER AND ALLIED 
DISORDERS 

CALCIFYING TENDINITIS OF SHOULDER 

OTHER AFFECTIONS OF SHOULDER REGION, NOT 

ELSEWHERE CLASSIFIED 

LATERAL EPICONDYLITIS 

EXOSTOSIS OF UNSPECIFIED SITE 

OTHER DISORDERS OF SYNOVIUM, TENDON, AND 

BURSA 

SYNOVITIS AND TENOSYNOVITIS 
SYNOVITIS NOS 

SYNOVITIS AND TENOSYNOVITIS IN DISEASES 
CLASSIFIED ELSEWHERE 
RADIAL STYLOID TENOSYNOVITIS 
OTHER TENOSYNOVITIS OF HAND AND WRIST 
TENOSYNOVITIS OF FOOT AND ANKLE 
OTHER SYNOVITIS AND TENOSYNOVITIS 



727.2 

727.3 

727.9 

728.1 

728.10 

728.12 

728.4 

728.5 

728.6 

728 7 

728.8 

728.81 
728.85 

728.9 

729 

729.0 

729.1 

729.2 

729.3 
729.30 

729.4 

729.5 

729.8 

729.81 

729.9 
734 

736.81 
737.0 
737 1 

737.10 

737.12 

737.19 

737.2 

737.20 

737.21 

737.22 

737.29 

737.3 

737.30 

737.31 

737.32 
737.34 
737.39 


SPECIFIC BURSITIDES OFTEN OF OCCUPATIONAL 
ORIGIN 

OTHER BURSITIS DISORDERS 

UNSPECIFIED DISORDER OF SYNOVIUM, TENDON, AND 
BURSA 

MUSCULAR CALCIFICATION AND OSSIFICATION 

CALCIFICATION AND OSSIFICATION, UNSPECIFIED 

TRAUMATIC MYOSITIS OSSIFICANS 

LAXITY OF LIGAMENT 

HYPERMOBILITY SYNDROME 

CONTRACTURE OF PALMAR FASCIA 

OTHER FIBROMATOSES OF MUSCLE, LIGAMENT, AND 

FASCIA 

OTHER DISORDERS OF MUSCLE, LIGAMENT, AND FASCIA 
INTERSTITIAL MYOSITIS 
SPASM OF MUSCLE 

UNSPECIFIED DISORDER OF MUSCLE, LIGAMENT, AND 
FASCIA 

OTHER DISORDERS OF SOFT TISSUES 

RHEUMATISM, UNSPECIFIED AND FIBROSITIS 

MYALGIA AND MYOSITIS, UNSPECIFIED 

NEURALGIA, NEURITIS, AND RADICULITIS, UNSPECIFIED 

PANNICULITIS, UNSPECIFIED 

PANNICULITIS 

FASCIITIS, UNSPECIFIED 

PAIN IN LIMB 

OTHER NEUROMUSCULOSKELETAL SYMPTOMS 
REFERABLE TO LIMBS 
SWELLING OF LIMB 

OTHER AND UNSPECIFIED DISORDERS OF SOFT TISSUE 
PES PLANUS 

UNEQUAL LEG LENGTH (ACQUIRED) 

ADOLESCENT POSTURAL KYPHOSIS 
KYPHOSIS 

KYPHOSIS (ACQUIRED) (POSTURAL) 

KYPHOSIS, POSTLAMINECTOMY 
KYPHOSIS (ACQUIRED) OTHER 
LORDOSIS (ACQUIRED) 

LORDOSIS (ACQUIRED) (POSTURAL) 

LORDOSIS, POSTLAMINECTOMY 
OTHER POSTSURGICAL LORDOSIS 
LORDOSIS (ACQUIRED) OTHER 
SCOLIOSIS (AND KYPHOSCOLIOSIS), IDIOPATHIC 
KYPHOSCOLIOSIS AND SCOLIOSIS 
RESOLVING INFANTILE IDIOPATHIC SCOLIOSIS 
PROGRESSIVE INFANTILE IDIOPATHIC SCOLIOSIS 
THORACOGENIC SCOLIOSIS 
KYPHOSCOLIOSIS AND SCOLIOSIS OTHER 



737.4 

737.40 

737.41 

737.42 

737.43 

737.8 

738 

738.2 

738.3 

738.4 

738.5 

738.6 

738.9 

739 

739.0 

739.1 

739.2 

739.3 

739.4 

739.5 

739.6 

739.7 

739.8 


740 - 759 . 1.1 

754.2 

755.69 

756.1 

756.11 

756.12 

756.13 

756.14 

756.15 


CURDVATURE OF SPINE ASSOCIATED WITH OTHER 
CONDITIONS 

CURVATURE OF SPINE, UNSPECIFIED 
KYPHOSIS ASSOCIATED WITH OTHER CONDITIONS 
LORDOSIS ASSOCIATED WITH OTHER CONDITIONS 
SCOLIOSIS ASSOCIATED WITH OTHER CONDITIONS 
OTHER CURVATURES OF SPINE ASSOCIATED WITH 
OTHER CONDITIONS 

OTHER ACQUIRED NEUROMUSCULOSKELETAL 
DEFORMITY 

ACQUIRED DEFORMITY OF NECK 

ACQUIRED DEFORMITY OF CHEST AND RIB 

ACQUIRED SPONDYLOLISTHESIS 

OTHER ACQUIRED DEFORMITY OF BACK OR SPINE 

ACQUIRED DEFORMITY OF PELVIS 

ACQUIRED NEUROMUSCULOSKELETAL DEFORMITY OF 

UNSPECIFIED SITE 

NONALLOPATHIC LESIONS, NOT ELSEWHERE 
CLASSIFIED 

NONALLOPATHIC LESIONS OF HEAD REGION, NOT 
ELSEWHERE CLASSIFIED 

NONALLOPATHIC LESIONS OF CERVICAL REGION, NOT 
ELSEWHERE CLASSIFIED 

NONALLOPATHIC LESIONS OF THORACIC REGION, NOT 
ELSEWHERE CLASSIFIED 

NONALLOPATHIC LESIONS OF LUMBAR REGION, NOT 
ELSEWHERE CLASSIFIED 

NONALLOPATHIC LESIONS OF SACRAL REGION, NOT 
ELSEWHERE CLASSIFIED 

NONALLOPATHIC LESIONS OF PELVIC REGION, NOT 
ELSEWHERE CLASSIFIED 

NONALLOPATHIC LESIONS OF LOWER EXTREMITIES, 

NOT ELSEWHERE CLASSIFIED 

NONALLOPATHIC LESIONS OF UPPER EXTREMITIES, NOT 
ELSEWHERE CLASSIFIED 
NONALLOPATHIC LESIONS OF RIB CAGE, NOT 
ELSEWHERE CLASSIFIED 

Congenital Anomalies 

CONGENITAL NEUROMUSCULOSKELETAL DEFORMITIES 
OF SPINE 

OTHER CONGENITAL ANOMALIES OF LOWER LIMB, 

INCLUDING PELVIC GIRDLE 

CONGENITAL ANOMALIES OF SPINE 

CONGENITAL SPONDYLOLYSIS, LUMBOSACRAL REGION 

SPONDYLOLISTHESIS, CONGENITAL 

ABSENCE OF VERTEBRA, CONGENITAL 

HEMIVERTEBRA 

FUSION OF SPINE (VERTEBRA), CONGENITAL 
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756.16 

756.17 
756.19 
756.2 


780-799 

780.4 

780.7 

780.8 

780.9 
781 

781.0 

781.9 

784 

784.0 

784.1 

786.5 
786.50 
788.3 

789.0 

800-999 

839 

839.0 

839.00 

839.01 

839.02 

839.03 

839.04 

839.05 

839.06 

839.07 

839.08 

839.2 

839.20 

839.21 

840 

840.0 

840.1 

840.2 
840 3 

840.4 

840.5 

840.6 




KLIPPEL-FEIL SYNDROME 
SPINA BIFIDA OCCULTA 
OTHER CONGENITAL ANOMALIES OF SPINE 
CERVICAL RIB 


Symptoms, Signs, and Ill-Defined Conditions 

DIZZINESS AND GIDDINESS 

MALAISE AND FATIGUE 

HYPERHIDROSIS 

OTHER GENERAL SYMPTOMS 

OTHER SYMPTOMS INVOLVING NERVOUS AND 

NEUROMUSCULOSKELETAL SYSTEMS 

ABNORMAL INVOLUNTARY MOVEMENTS 

OTHER SYMPTOMS INVOLVING NERVOUS AND 

NEUROMUSCULOSKELETAL SYSTEMS 

SYMPTOMS INVOLVING HEAD AND NECK 

HEADACHE 

THROAT PAIN 

CHEST PAIN 

UNSPECIFIED CHEST PAIN 
ENURESIS, NOCTURNAL 

COLIC, INFANTILE, ABDOMINAL, INTESTINAL, SPASMODIC 


Injury 

DISLOCATION, NOT ELSEWHERE CLASSIFIED 
DISLOCATION, CERVICAL VERTEBRA 
DISLOCATION, CERVICAL VERTEBRA, CLOSED 
DISLOCATION FIRST CERVICAL VERTEBRA, CLOSED 
DISLOCATION SECOND CERVICAL VERTEBRA, CLOSED 
DISLOCATION THIRD CERVICAL VERTEBRA, CLOSED 
DISLOCATION FOURTH CERVICAL VERTEBRA, CLOSED 
DISLOCATION FIFTH CERVICAL VERTEBRA, CLOSED 
DISLOCATION SIXTH CERVICAL VERTEBRA, CLOSED 
DISLOCATION SEVENTH CERVICAL VERTEBRA, CLOSED 
DISLOCATION MULTIPLE CERVICAL VERTEBRAE, 
CLOSED 

CLOSED DISLOCATION, THORACIC AND LUMBAR 
VERTEBRA 

CLOSED DISLOCATION, LUMBAR VERTEBRA 
CLOSED DISLOCATION, THORACIC VERTEBRA 
SPRAINS AND STRAINS OF SHOULDER AND UPPER ARM 
ACROMIOCLAVICULAR (JOINT) (LIGAMENT) SPRAIN 
CORACOCLAVICULAR (LIGAMENT) SPRAIN 
CORACOHUMERAL (LIGAMENT) SPRAIN 
INFRASPINATUS (MUSCLE) (TENDON) SPRAIN 
ROTATOR CUFF (CAPSULE) SPRAIN 
SUBSCAPULARIS (MUSCLE) SPRAIN 
SUPRASPINATUS (MUSCLE) (TENDON) SPRAIN 



840.8 

840.9 

841 

841.0 

841.1 

841.2 

841.3 

841.8 

841.9 

842 

842.0 

842.00 

842.01 

842.02 

842.09 
842.1 

842.10 

842.11 

842.12 

842.13 

842.19 

843 

843.0 

843.8 

843.9 

844 

844.0 

844.1 

844.2 

844.3 

844.8 

844.9 

845 

845.0 

845.00 

845.01 

845.02 

845.03 

845.09 
845.1 

845.10 

845.11 

845.12 

845.13 

845.19 


SPRAIN OF OTHER SPECIFIED SITES OF SHOULDER AND 
UPPER ARM 

SPRAIN OF UNSPECIFIED SITE OF SHOULDER AND 
UPPER ARM 

SPRAINS AND STRAINS OF ELBOW AND FOREARM 

RADIAL COLLATERAL LIGAMENT SPRAIN 

ULNAR COLLATERAL LIGAMENT SPRAIN 

RADIOHUMERAL 

ULNOHUMERAL (JOINT) SPRAIN 

SPRAIN OF OTHER SPECIFIED SITES OF ELBOW AND 

FOREARM 

SPRAIN OF UNSPECIFIED SITE OF ELBOW AND FOREARM 
SPRAINS AND STRAINS OF WRIST AND HAND 
WRIST SPRAIN 

SPRAIN OF UNSPECIFIED SITE OF WRIST 

SPRAIN OF CARPAL (JOINT) OF WRIST 

SPRAIN OF RADIOCARPAL (JOINT) (LIGAMENT) OF WRIST 

OTHER WRIST SPRAIN 

HAND SPRAIN 

SPRAIN OF UNSPECIFIED SITE OF HAND 

SPRAIN OF CARPOMETACARPAL (JOINT) OF HAND 

SPRAIN OF METACARPOPHALANGEAL (JOINT) OF HAND 

SPRAIN OF INTERPHALANGEAL (JOINT) OF HAND 

OTHER HAND SPRAIN 

SPRAINS AND STRAINS OF HIP AND THIGH 

ILIOFEMORAL (LIGAMENT) SPRAIN 

SPRAIN OF OTHER SPECIFIED SITES OF HIP AND THIGH 

SPRAIN OF UNSPECIFIED SITE OF HIP AND THIGH 

SPRAINS AND STRAINS OF KNEE AND LEG 

SPRAIN OF LATERAL COLLATERAL LIGAMENT OF KNEE 

SPRAIN OF MEDIAL COLLATERAL LIGAMENT OF KNEE 

SPRAIN OF CRUCIATE LIGAMENT OF KNEE 

SPRAIN OF TIBIOFIBULAR (JOINT) (LIGAMENT) 

SUPERIOR, OF KNEE 

SPRAIN OF OTHER SPECIFIED SITES OF KNEE AND LEG 
SPRAIN OF UNSPECIFIED SITE OF KNEE AND LEG 
SPRAINS AND STRAINS OF ANKLE AND FOOT 
ANKLE SPRAIN 

UNSPECIFIED SITE OF ANKLE SPRAIN 
DELTOID (LIGAMENT). ANKLE SPRAIN 
CALCANEOFIBULAR (LIGAMENT) ANKLE SPRAIN 
TIBIOFIBULAR (LIGAMENT) SPRAIN, DISTAL 
OTHER ANKLE SPRAIN 
FOOT SPRAIN 

UNSPECIFIED SITE OF FOOT SPRAIN 
TARSOMETATARSAL (JOINT) (LIGAMENT) SPRAIN 
METATARSOPHALANGEAL (JOINT) SPRAIN 
INTERPHALANGEAL (JOINT), TOE SPRAIN 
OTHER FOOT SPRAIN 
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846 

846.0 

846.1 

846.2 

846.3 

846.8 

846.9 

847 

847.0 

847.1 

847.2 

847.3 

847.4 

847.9 

848 

848.1 

848.2 

848.3 

848.4 
848.42 

848.5 

848.8 

848.9 

850.9 

905.7 

905.8 
907.3 

953.0 

953.1 

953.2 

953.3 

953.4 

953.5 
954 

956 

959.2 

959.6 

959.7 



SPRAINS AND STRAINS OF SACROILIAC REGION 
LUMBOSACRAL (JOINT) (LIGAMENT) SPRAIN 
SACROILIAC (LIGAMENT) SPRAIN 
SACROSPINATUS (LIGAMENT) SPRAIN 
SACROTUBEROUS 

OTHER SPECIFIED SITES OF SACROILIAC REGION 
SPRAIN 

UNSPECIFIED SITE OF SACROILIAC REGION SPRAIN 

SPRAINS AND STRAINS OF OTHER AND UNSPECIFIED 

PARTS OF BACK 

NECK SPRAIN 

THORACIC SPRAIN 

LUMBAR SPRAIN 

SPRAIN OF SACRUM 

SPRAIN OF COCCYX 

SPRAIN OF UNSPECIFIED SITE OF BACK 

OTHER AND ILL-DEFINED SPRAINS AND STRAINS 

JAW SPRAIN 

THYROID REGION SPRAIN 
SPRAIN OF RIBS 
STERNUM SPRAIN 
CHONDROSTERNAL (JOINT) SPRAIN 
PELVIC SPRAIN 

OTHER SPECIFIED SITES OF SPRAINS AND STRAINS 

UNSPECIFIED SITE OF SPRAIN AND STRAIN 

CONCUSSION, UNSPECIFIED 

LATE EFFECT OF SPRAIN AND STRAIN WITHOUT 

MENTION OF TENDON INJURY 

U\TE EFFECT OF TENDON INJURY 

LATE EFFECT OF INJURY TO NERVE ROOT(S), SPINAL 

PLEXUS(ES), AND OTHER NERVES OF TRUNK 

INJURY TO CERVICAL NERVE ROOT 

INJURY TO DORSAL NERVE ROOT 

INJURY TO LUMBAR NERVE ROOT 

INJURY TO SACRAL NERVE ROOT 

INJURY TO BRACHIAL PLEXUS 

INJURY TO LUMBOSACRAL PLEXUS 

INJURY TO CERVICAL SYMPATHETIC NERVE, EXCLUDING 

SHOULDER AND PELVIC GIRDLES 

INJURY TO SCIATIC NERVE 

OTHER AND UNSPECIFIED INJURY TO SHOULDER AND 
UPPER ARM 

OTHER AND UNSPECIFIED INJURY TO HIP AND THIGH 
OTHER AND UNSPECIFIED INJURY TO KNEE, LEG, ANKLE, 
AND FOOT 
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I am Dr. Michael McLean, Chairperson of the Legislative Committee of the International 
Chiropractors Association (ICA). I also serve as a member of the Board of Directors of that 
organization. We at the ICA appreciate the opportunity to present our organization's 
perspective on the very important matter of chiropractic services for our nation's veterans. 
This is an issue that has been of major importance to us for a very long time. In fact, the 
first legislative initiative to provide chiropractic benefits for our nation’s military veterans 
was introduced at the request of the iCA In 1936. We also understand that our concerns 
and objectives are shared by ail of the other major chiropractic organizations in the United 
States and we are here on a collective basis to ask the Committee (or action on a matter 
that is long overdue. 

The steps that Congress must take to provide for reasonable access to chiropractic 
services for America’s veterans are dear. What is also unfortunately clear is that unless 
the Congress enacts a series of very specific mandates, with a designated timetable tor 
action, the U .S. Department of Veterans Affairs (OVA) will not make any significant effort to 
provide access to chiropractic services on anything other than a token basis. In fact, the 
obvious context of this hearing is the failure of that agency to provide for meaningful 
chiropractic access, despite the periodic legislative encouragement from Congress and the 
decades of opportunity the Department of Veterans Affairs has been given to develop a 
reasonable chiropractic program from within. 

The status of chiropractic science and the chiropractic profession today is well understood 
in the greater health care community and has been embraced by and is, indeed, the 
product of enthusiastic consumer support and confidence. In a highly competitive 
marketplace, chiropractic has validated itself in the most profound and emphatic manner 
possible, through millions of individuals in the private sector willing to pay out of their own 
pocket for chiropractic care, when standard medical care was available to them at little or 
no cost through public or private insurance programs. I do not, however, wish to focus my 
time today on these details even though this information is important to the full 
understanding of the role chiropractic can and should play in all public health care 
programs. Instead, I would refer the Committee to the presentation made by the 
International Chiropractors Association to (he U.S. Department of Veterans Affairs on 
February 24, 2000, Chiropractic In tha Veterans Health Care System. Copies of this 
extensive document have been made available through the Committee staff and its full text 
is available on ICA’s website at www.chiroDractic.ora . I urge every Member of Congress to 
review this extensively referenced and well-researched document for a full discussion of 
the definitions and authorities under which the chiropractic profession operates and the 
basic clinical elements that distinguish and define the science and practice of chiropractic 
as a unique approach to health and health care. 
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ICA does wish to frankly address the elements of public policy that need to be enacted In 
order to provide for reasonable access to chiropractic services through the DVA. These 
elements have been the subject of intensive discussions In recant weeks between 
representatives of the major chiropractic organizations, Members of Congress and the staff 
of this Committee. ICA respects and appreciates the good faith efforts of all parties to 
these discussions but feels that the time for specific, decisive action has come, and we are 
looking to the Committee for insightful and innovative leadership in this area to exp>arKl and 
enhance the health care choices of our nation's veterans to indude chiropractic services. 

ICA believes that the following elements should be enacted to insure that America’s 
veterans have available to them the same chiropractic options and resources that are 
presently available in most other health benefits programs: 


1. The establishment of statutory authority to employ doctors of chiropractic as 
professional cane givers within the OVA. We specifically ask that Title 38, Section 
7401 be amended by inserting the words "doctors of chiropractic" after 
"optometrists". We also ask that Section 7402 be amended by the insertion of a 
new sub-section after the current sub-section (2) dentists, identifying "doctors of 
chiropractic" in the sequence of professionals specifically authorized to be employed 
under that section. The employment criteria for doctors of chiropractic in such a 
new provision should indude the requirement that any such chiropractic 
professional be the graduate of an institution accredited by an agency recognized 
by the U.S. Department of Education for such purposes, and hold a valid 
chiropractic license in a State. Such criteria are comparable to those provided for in 
this section for dentists, podiatrists, etc. Authority to hire doctors of chiropractic 
should be accompanied by instructions to act on that authority and a timetable to 
deploy an initial group of doctors of chiropractic within VHA facilities. 

2. The establishment of a Division of Chiropractic Services, headed by a doctor of 
chiropractic, within the Veterans Health Administration to oversee and facilitate the 
effective integration of chiropractic services into the systems in place at that agency. 
The statutory establishment of such a division would serve to insure that appropriate 
means would be available on an on-going basis to address operational and 
procedural questions, peer review issues and to serve as a focal point for the 
distribution of accurate and relevant information about chiropractic sen/ices and the 
role of the chiropractic professional. Such a step would also signal the resolve of 
Congress to secure a meaningful and on-going program of chiropractic care and 
would serve as an important guarantee of fairness, efficiency and quality of care. 

3. The statutory establishment of direct access to chiropractic services as a care 
pathway choice for eligible veterans, without the requirement of a referral from 
another professional as is presently required under current policy. 

4. The statutory establishment of a chiropractic advisory committee comprised of 
representatives of the chiropractic profession to assist senior VHA officials in 
addressing program and policy questions and in developing innovative service and 
research initiatives to maximize the quality, timeliness and availability of chiropractic 
care. The establishment of such a committee would be consistent with provisions 
already passed by the House for chiropractic programs in the U.S Department of 
Defense. 

5. The enactment of a specific Congressional directive to the Veterans Health 
Administration to develop within a reasonable period of time a plan for making 
chiropractic services routinely available on an outpatient basis for those program 
beneficiaries outside the geographic range of VHA clinical facilities. 


- 2 - 



These five basic elements \would provide the foundation for a clinically appropriate, 
reasonable and cost-effective chiropractic program within the Department of Veterans 
Affairs. Each of these elements are also firmly grounded in the clinical abilities and 
experience of the doctor of chiropractic, our experience in cooperative care in inter- 
professional settings, and the realities of contemporary health care science and 
administration. We are also aware, however, of concerns brought forward by members of 
the Committee staff regarding these proposed initiatives and I wish to specifically address 
a number of those points in detail. 

The first of these issues is the employment of doctors of chiropractic and the integration of 
chiropractic professionals into the VHA system and VHA facilities. Concern has been 
expressed about the role doctors of chiropractic would play in the primary care system in 
place in that agency and the delineation of authorities and responsibilities under that 
system. The International Chiropractors Association believes that the employment of 
doctors of chiropractic in VHA hospitals and clinic facilities is an obvious and highly 
practical point at which to launch the integration of chiropractic services into the VHA 
system. Such inclusion would provide for the maximum coordination of care for program 
beneficiaries, facilitate professional understanding, utilize the efficiencies and economies of 
scale inherent in the pre-existing resources and facilities, administrative, diagnostic and 
professional, and provide maximum convenience and access to the greatest number of 
beneficiaries. 

The experience of chiropractic professionals in the hospital and multi-disciplinary setting 
over the past several decades has established a record of cooperation and service that 
should serve as a positive model for the VHA. Doctors of chiropractic serve in hundreds of 
hospitals in the United States in a wide variety of settings and contexts. Clarity of roles and 
authority is well established in such settings and the team approach to health care delivery 
that such situations facilitate provides for the highest level of patient care. Each 
professional serves to address the needs of patients within their professional competence. 
Cooperative and concurrent care between chiropractic providers and other professionals 
widens the options available to patients, enhances quality and efficiency, as well as cost- 
effectiveness. 

I would also refer the Committee to the testimony presented today on behalf of the 
Association of Chiropractic Colleges for an extensive report on the very positive 
hospital/clinical experience in the Department of Defense chiropractic project. This project 
demonstrates the potential for inter-professional cooperation in government programs and 
strongly validates the position presented by the ICA on this question. 

In practical terms, there are no real barriers to the effective integration of chiropractic 
services and the doctor of chiropractic into the primary care system now in place at the 
VHA other than a reluctance to do so on the part of the policy makers directing those 
programs. The administrative qualification process that determines the eligibility of a 
veteran for care would not change. The basic intake process would remain unchanged in 
that the general evaluation of the patient would proceed along current lines and the primary 
care personnel now attending to beneficiary needs would continue their relationship with 
and involvement in patient care. What is different would be the existence of a clearly 
identified care option open to qualified beneficiaries which they would be free to seek, 
without the requirement of a referral from another health care professional. 

The intake and general evaluation process of every patient ought to include a chiropractic 
evaluation, given the prevalence of spinal problems in all segments of the populatbn of the 
United States. Along with the health history, baseline laboratory tests, vital signs and other 
standard evaluation processes, a chiropractic examination should be part of this initial 
evaluation process because of the unique training, skills and clinical experience the doctor 
of chiropractic brings to the diagnostic process. The practicality and cost effectiveness of 
this goal ought to be explored. At a minimum, qualified beneficiaries should have the right 
to choose a chiropractic program of care for chiropractic conditions rather than be limited 



to, indeed, forced to accept one medical pathway. This in no way removes or alters the 
role of other providers in the care of conditions that fall within their specific expertise. Once 
again, the team approach and a fuily cooperative model of patient care is the goal. 

In considering these issues, it is helpful to understand the exact nature of chiropractic 
science and practice and the separate and distinct approach to health and health care 
taken by the doctor of chiropractic. Chiropractic is a very specific health care science 
applied by doctors of chiropractic who practice under an extensive body of authorities. 
These authorities have evolved over more than a century of legislative and judicial 
development, educational growth, practical experience and professional consensus. Like 
other first professional degree holders, the doctor of chiropractic is a carefully regulated 
professional who must qualify on a number of levels to obtain the right to practice. 

Chiropractic science is an approach to human health that was developed through 
extensive anatomical study In which the elements of the human system, particularly the 
spine and nervous system continue to be examined in an effort to understand the 
relationship between the state of those anatomical elements and optimal human health. 
The basic premise of chiropractic science is that abnormalities and misalignments of the 
spine, defined as subluxation(s) in chiropractic science, can and do distort and interrupt the 
normal function of the nervous system and may create serious negative health 
consequences. The correction and/or reduction of subluxation(s) through the adjustment 
of spinal structures can remove nervous system interference and restore the optimal 
function of the body. Essential to basic chiropractic theory is the concept of the inherent 
ability of the human body to effectively maintain optimal health, comprehend the 
environment and function in a normal manner. This concept is important since chiropractic 
perceives spinal subluxatlon(s) as barriers to normal function and obstacles to the body's 
innate intelligence. 

A strong consensus exists within the chiropractic profession on such self-defining issues. 
This consensus is best depicted by the unanimous adoption of a paradigm statement by 
the Association of Chiropractic Colleges, Iniemational Chiropractors Association, American 
Chiropractic Association, Federation of Chiropractic Licensing Boards, Council on 
Chiropractic Education, the National Board of Chiropractic Examiners and the Congress of 
Chiropractic State Associations. This paradigm statement reads as follows: 

'Chiropractic is a health care discipline which emphasizes the inherent recuperative power 
of the body to heal itself without the use of drugs or surgery. 

The practice of chiropractic focuses on the relationship between the structure 
(primarily the spine) and function (as coordinated by the nervous system) 
and how that relationship affects the preservation and restoration of health. 

In addition. Doctors of Chiropractic recognize the value and responsibility of 
working in cooperation with other health care practitioners when in the best 
interest of the patient. 
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THE CHIROPRACTIC PARADIGM 


Purpose 

The purpose of chiropractic is to optimize heaith. 

Principle 

The body's innate recuperative power is affected by and integrated through the 
nervous system. 

Practice 

The practice of chiropractic includes: 

• establishing a diagnosis; 

• facilitating neurological and biomechanical integrity through appropriate 
chiropractic case management: and 

• promoting health. 

Foundation 

The foundation of chiropractic includes philosophy, science, art, knowledge, and 
clinical experience. 

Impacts 

The chiropractic paradigm directly influences the following: 

• education; 

• research; 

• health care policy and leadership: 

• relationships with other health care providers; 

• professional stature; 

• public awareness and perceptions; and 

• patient health through quality care 

Tha Subluxation 

Chiropractic is concerned with the preservation and restoration of health, and 
focuses particular attention on the subluxation. A subluxation is a complex of 
functional and/or pathological articular changes that compromise the neural integrity 
and may influence organ system function and general health. A subluxation is 
evaluated, diagnosed, and managed through the use of chiropractic procedures 
based on the best available rational and empirical evidence. 
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The ACC Chiropractic Paradigm 



A subluxation is a complex of functional and/or structural and/or pathological articular 
changes that compromise neural integrity and may influence organ system function and 
general health. A subluxation is evaluated, diagnosed, and managed through the use of 
chiropractic procedures based on the best available rational and empirical evidence." 

This professional consensus is well reflected in the statutes establishing and authorizing 
chiropractic practice and in the chiropractic professional education process. The doctor of 
chiropractic is a primary care, direct access, first professional degree level provider who 
serves as a poiial-of-entry into the health care system. ICA understands the term primary 
care provider to be defined as: Any health care provider capable of providing first level 
contact and intake into the health delivery system, any health care provider licensed to 
receive patient contact in the absence of physician referral. All laws and regulations in the 
United States allow any citizen to seek the services of the doctor of chiropractic without 
referral from any other provider. Individuals are free to seek basic essential care on the 
same individual initiative basis that applies to other direct access providers. 

Only the doctor of chiropractic is professionally competent to evaluate the chiropractic 
needs of a patient and to detemiine the level of senrice appropriate to meet those needs. 
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In order to assist the Committee in understanding the nature and flow of chiropractic 
patient evaluation and care, the following chiropractic patient evaluation and care pathway 
model Is offered. This model for the patient presenting In a chiropractic ciinical setting is 
based on the doctor of chiropractic's competence to evaluate the general health status and 
needs of each patient and determine the appropriateness of chiropractic care and/or the 
need for refemal to other provider(s) for urgent care, additional diagnostic evaluation in the 
context of another branch of the healing arts, concurrent care, or no care at all, etc. It also 
recognizes that the majority of patients making the decision to seek the services of any 
health care professional do so on the basis of some self-perceived symptom, problem or 
health concern, or at the behest of a parent or guardian. 

1 . Routine Checkup and Prevention/Wellness Care 

2. Initial Presentation-ls Emergency Care Needed? 

Upon presentation of each new patient, the doctor of chiropractic determines whether there 
is any condition, element or crisis that requires the immediate referral for emergency life- 
saving care or urgent care. 

The attending doctor of chiropractic is competent to detennine, on the basis of immediate 
findings whether the patient is in immediate need of emergency intervention. 

3. Initial Presentation-ls the Care of Another Provider Needed? 

In the course of this evaluation, the attending doctor determines whether there are findings 
that indicate the need for referral to another provider. 

If indications for immediate referral are not present, the patient proceeds along the care 
pathway to the next level. If such a referral is necessary it does not preclude concurrent 
chiropractic care. 

4. Determining Appropriate Chiropractic Care - Are There Potential Restrictions 
On Chiropractic Care? 

The elimination of imperatives to refer having been undertaken, the next step on the 
chiropractic care pathway centers on the development of an appropriate course of 
adjustive care, if needed. In that process, the patient’s needs and circumstances are 
evaluated to determine whether there is a need, and if so whether there are any 
restnctions on the delivery of adjustive care. This evaluation process will direct the 
attending doctor to employ specific chiropractic techniques that are appropriate to the 
status of the patient. 

5. Care Delivery 

Having carefully worked through the evaluation process eliminating potential red flags to 
standard care and techniques, the doctor of chiropractic next outlines and delivers a 
program of adjustive care and other wellness advice, etc., according to the individual 
needs of the patient, based on the presenting factors 


6. Re-Evaluation for New Condition(s) and/or Re-Injury 

On each encounter, the doctor of chiropractic determines whether new conditions and/or 
injuries might require alterations in the care plan. If there are no such indications, the 
program of care previously devised will continue. 
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7. Progress Evaluation 

After a reasonable period of care, the patient's progress is evaluated by the chiropractic 
clinician to determine the effectiveness of the chosen course of care and to determine 
whether alterations in that program are indicated, as determined by the clinician. 

It is also important for the Committees to understand the Doctor of chiropractic recognizes 
of professional boundaries and willing to fully cooperate with and seek the consultation 
and/or concurrent involvement of other health professionals when the needs of the patient 
so indicate 

Referral is a professional obligation that is present throughout all phases and aspects of 
the chiropractic practice. The primary obligation of doctors of chiropractic is to provide the 
highest quality of care to each patient within the confines of their education and their legal 
authority, it is the position of the International Chiropractors Association that this primary 
obligation includes recognizing when the limits of skill and authority are reached. At that 
point, it is the ICA's position that doctors in all fields of practice are ethically and morally 
bound to make patient referrals to practitioners in their own and/or other fields of healing 
when such referrals are necessary to provide the highest quality of patient care. 

Doctors of chiropractic are also obligated to receive referrals from other health care 
providers, applying to those patients the same considerations for quality and 
appropriateness of care as with any other patient. It is the position of the ICA that the 
professional obligation to the patient includes honest, full and straightforward 
communication with the referring provider for optimal patient care. 

SUMMARY 

The International Chiropractors Association urges the Committee to develop a 
comprehensive access program that begins with the employment of doctors of chiropractic 
as professional care-givers in DVA facilities. The OVA should be instructed by Congress to 
promptly take such steps as are required to provide tor reasonable and timely access to 
chiropractic services at DVA treatment facilities, including hospitals and clinics. 

ICA recognizes that facility-based care is impractical in many instances because of 
demographic and other reasons. In such instances, the DVA should be instructed to 
establish a plan for out-patient care according to agreed protocols, especially in remote 
and underserved areas of the nation, and be given a timetable for its implementation. 

In accessing chiropractic care, the determination of the need to seek chiropractic care 
should be at the discretion of the patient. All otherfederal programs such as Medicare and 
FEHBP programs provide for such direct access. The unique nature of chiropractic 
science and practice make it difficult for non-chiropractic doctors to easily recognize the 
need for and appropriateness of chiropractic care. Thus, direct access provides for an 
effective means of access that will not delay, confuse or othem/ise prevent a beneficiary's 
access to the care of first choice, while waKing for a referral that may never come. This 
does not compromise or minimize the procedures and primary care structure presently in 
place in the VHA, but obligates that agency to expand the decision options available to 
eligible beneficiaries. This Is entirely consistent with procedures in place in a wide range of 
other clinical and administrative settings. ICA rejects as obstructionist and unreasonable 
the arguments that direct access is incompatible with the primary care system now in place 
at the VHA and believes that the initial phase of any direct access program will rapidly 
demonstrate the ease and practicality of this status. 
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DVA should undertake to fully orient existing personnel and regularly review procedures to 
insure that the system understands the potential of chiropractic care and works to facilitate, 
not obstruct a smooth implementation of a chiropractic benefits program. To this end, the 
establishment of a permanent chiropractic department, on par with other divisions, through 
which policies and procedures can be fully and effectively developed and Implemented, Is 
indicated. 

ICA urges the Congress to require the DVA to maintain an open and objective dialogue 
with chiropractic professional organizations and educational and research Institutions. 
Such a dialogue should be broad based and inclusive, yet focused on the established 
organizations and institutions that have a demonstrated record of service to the chiropractic 
profession and the public. The International Chiropractors Association would seek to 
participate in such an on-going dialogue and believes that the program, beneficiaries and 
the profession would benefit by such an effort. 

In conclusion, I want to emphasize that the fundamental issue in this discussion is and 
should be recognized by all parties, as one of fairness to our nation’s military veterans. 
Chiropractic has a powerful, non-invasive, daigless contribution to make to the health of 
our veterans and the time has come to offer this very special segment of our population the 
respect, dignity and participation that comes from giving them the choice to seek 
chiropractic care if they wish. Furthermore, the research and outcomes record clearly 
shows that chiropractic services represent a significant cost-savings protential, rather than 
added costs, because of the non-surgical, natural approach to health and healing that 
chiropractic represents. ICA urges the Committee to objectively examine both clinical 
outcomes and cost data to understand this impressive record. 

I want to thank the Committee and the staff for the serious attention that this body of issues 
is receiving and to urge the Committee to move forward to do the right thing and enact a 
meaningful program of chiropractic services for America’s veterans. I will certainly be 
happy to answer any questions any member of the Committee or Staff may have on these 
topics and the ICA stands ready to provide any additional documentation, clinical 
perspective or other materials the Committee may wish as all parties work to resolve this 
important question. Thank you once again for your attention and consideration. 
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STATEMENT OF DR. REED PHILLIPS, PRESIDENT, LOS ANGELES 
CHIROPRACTIC COLLEGE, AND DR. GEORGE GOODMAN, PRESIDENT, 
LOGAN CHIROPRACTIC COLLEGE 

ON BEHALF OF 

THE ASSOCIA'nON OF CHIROPRACTIC COLLEGES 

BEFORE THE 

SUBCOMMITTEE ON HEALTH 
COMMITTEE ON VETERANS’ AFFAIRS 
U.S. HOUSE OF REPRESENTATIVES 
TUESDAY, OCTOBER 3, 2000 


MR. CHAIRMAN, REPRESENTATIVE GUTIERREZ, MEMBERS OF 
THE SUBCOMMITTEE, on behalf of the Association of Chiropractic Colleges 
(ACC) we thank you for calling this hearing to discuss, among other things, our 
proposal for establishing direct access, ‘full scope of practice’ chiropractic health 
care services for our Nation’s veterans through the Department of Veterans Affairs 
(DVA). Your leadership last year to include a directive in the Veterans’ 
Millennium Health Care Act (Public Law 106-117 ) for the DVA to establish a 
chiropracdc health care policy, further demonstrates your commitment and the 
Committee’s commitment to chiropractic health care for veterans We also thank 
you and the Members of the full Committee on Veterans’ Affairs for your strong 
support over the years for chiropractic health care generally, and for our 
profession in particular. 

MR. CHAIRMAN, this Subcommittee, perhaps more so than any other 
panel in the entire Congress, faces the humbling challenge of authorizing vital 
health care programs for our Nation’s veterans and making sure that they have 
access to the same high quality care that most Americans already enjoy. By any 
measure, this Subcommittee has met this challenge and done so in a way that was 
fair to our veterans and to the taxpayers who support veterans programs. 

MR. CHAIRMAN, the chiropractic health care profession is seeking the 
same health care ‘opportunity’ for our veterans that is available in the private 
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sector; all fifty States; and soon, within the Department of Defense. More 
specifically, we want our Nation’s veterans to have the same direct access, ‘full 
scope of practice’ chiropractic health care that is authorized under State law, and 
available to the millions of Americans who utilize chiropractic care every year to 
address a whole host of neuromusculoskeletal and related health care problems. 
According to data from the NIH Consoitial Center for Chiropractic Research, a 
center located at Palmer College of Chiropractic and established under the 
auspices of the National Center for Complementary and Alternative Medicine, 
chiropractic is used by approximately ten percent of the population annually, 
representing about 192 million patient visits per year. We want our Nation’s 
veterans to have direct access to this fastest growing segment of the so-called 
complementary and alternative medicine practice in the United States. 

Furthermore, the legislative proposal that we have prepared and which was 
addressed briefly in your September 13* full Committee markup on H.R. 5109, is 
modeled after the chiropractic health care development plan that was contained in 
Section 737 of the National Defense Authorization bill for fiscal year 2001 — a 
plan that passed the full House and which we believe will be approved in 
conference. 

Here is what the major chiropractic health care profession organizations 
are proposing to be included in the next available veterans health care bill 

Our legislative proposal for chiropractic in the DVA is modeled after the 
well-vetted, well -crafted provision that was approved by the House Armed 
Services Committee and by the fall House as part of the fiscal year 200 1 National 
Defense Authorization bill, H.R. 4205. More specifically, our proposal calls for 
the development of a plan by the Secretary of Veterans Affairs to provide 
chiropractic health care services as permanent part of tlie DVA health care 
system, beginning at the end of calendar year 2001. Our proposal would require 
that the plan include two critical components that have also been addressed in the 
DoD chiropractic plan proposal: direct access to chiropractic care, without 
requirement for a medical doctor gatekeeper; and full scope of practice of 
chiropractic health care services to our veterans. The plan would also call for an 
examination of projected costs of fully integrating chiropractic into the DVA 
health care system and a review of faciUties; in-house v.s. ‘contract’ doctors of 
chiropractic; and the personnel structure required to effectively carry out this new 
health care program within the DVA. 
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Our plan also calls for making the appropriate stamtory changes to address 
the issue of pay for chiropractors who become employees of the DVA and calls for 
the establishment of an advisory oversight committee, analogous to the one 
utilized by the Department of Defense, to ensure that the Secretary has the 
requisite outside assistance with which to fully comply with the statutory 
guidelines and carry out the proposed plan for integrating chiropractic into the 
DVA. 


Again, this proposal mirrors the proposal that wa.s marked up in the Senate 
Armed Services Committee and approved by the full House of Representatives 
this year, and in our view, is the most effective way to allow the Department to 
phase in the development and implementation of a direct access, full scope of 
practice chiropractic health care benefit for our Nation’s veterans. 


In short, MR. CHAIRMAN, we believe that our proposal is good health 
care policy for our veterans, as the House obviously felt it was for our active duty 
military personnel, and we believe that it will make a significant contribution to 
improving the health and well-being of out Nation’s veterans who deserve the 
very best. 

MR. CHAIRMAN, we wish that the Department of Veterans Affairs and 
the Department of Defense were in full agreement with us on both the need and 
the methodology for implementing a new, comprehensive chiropractic health care 
benefit in the two Departments. Unfortunately, new health care policy changes 
for our veterans and our armed forces are often met with resistance by the 
bureaucrats and proponents of the status quo in those Departments. Therefore, let 
me attempt to briefly outline why the ACC is offering its unqualified support to 
the joint ACA-ICA-ACC legislative proposal for direct access, full scope of 
practice chiropractic care for our veterans and why we firmly believe that it 
constitutes a good health care policy change for the country. 

First, and perhaps of paramount importance, chiropractic health care has 
been shown to be efficacious in addressing the $40-50 billion per year back pain 
problem that confronts the Nation, and, with the support of the Congress and 
Executive Branch health care agencies, has moved into the so-called ‘mainstream’ 
of the health care arena. Doctors of Chiropractic are the product of one of the most 
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rigorous academic, medical, and clinical education and training formats in the 
entire health care arena and their success with their patients is impressive. Eiach of 
the 19 chiropractic training institutions in North America are accredited by the 
Council on Chiropractic Education, an agency certified by the U.S. Department of 
Education since 1974. Most importantly, each college requires at least three years 
of intense undergraduate medical training and education, plus an additional four 
years at an accredited college of chiropractic, before students can qualify for 
licensure examinations conducted by the National Board of Chiropractic 
Examiners. Chiropractic is licensed in all 50 states in the U.S. and has been 
established in 70 other countries around the world. 

Your own Committee, in last year’s Committee Report on the Veterans’ 
Millennium Health Care Act (H. Kept. 106-237; pp. 54-55) cited a 1997 Agency 
for Health Care Policy Research study that said: "There is as much or more 
evidence for the effectiveness of spinal manipulation as for other non-surgical 
treatments for back pain", and a New England Journal of Medicine report that the 
effectiveness of spinal manipulation for certain types of acute pain maladies is no 
longer in dispute. Your report goes on to cite studies indicating that ‘patient 
satisfaction in the relief of low back pain is as great or greater with chiropractic 
than with other approaches, even when volunteer patients are randomly assigned 
to a Uealraent approach.’ Finally, the Committee report laments that, despite the 
positive results of research on chiropractic, the Department of Veterans Affairs has 
made only the most limited use of chiropractic care. 

MR. CHAIRMAN, we could spend this entire hearing going over the 
myriad of research studies, randomized clinical trials, and analyses that have been 
carried out on the effectiveness of chiropractic over the past century. For 
example, the results of the largest randomized clinical trial ever conducted on 
chiropractic, confirmed, among other things, that ‘when chiropractic or hospital 
therapists treat patients with low back pain as they would in day to day practice, 
those treated by chiropractic derive more benefit and long term satisfaction than 
those treated by hospitals' t T.W. Meade. Director. Medical Research Council 
Epidemiology and Medical Care Unit. Wolfson Institute of preventive Medicine, 
medical College of St. Bartholomew’s Hospital. London. England. 1995 1. But [ 
hope that we can all agree that the age-long debate over the efficacy of 
chiropractic is over; that it is universally accepted as ‘mainstream’ health care for 
our citizens; and that it should be available to our Nation’s veterans through the 
Department of Veterans Affairs as it is to the rest of us outside of the DVA. 
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In this regard, MR. CHAIRMAN, the second compelling reason why our 
proposed chiropractic health care policy plan should be approved and included in 
the next available veterans health care bill, is based on the overwhelming success 
of the recently completed Department of Defense Chiropractic Health Care 
Demonstration Project . After a five-year pilot program at thirteen military health 
care facilities across the country and in the Washington, D.C. metropolitan area, 
the Department of Defense reported its findings to the Congress — findings that, by 
DoD's own admission, were overwhelmingly positive. 

The DoD reported that the problem of spinal maladies among our Armed 
Forces was major and that the military health care system was not adequately 
addressing this health care problem. The Department concluded that military 
personnel who used chiropractic care for the treatment of lower back pain 
experienced superior outcomes in evert nne. of five different mfoxurei of health 
Status, compared to patients who received care from so-called traditional medical 
providers. MR. CHAIRMAN, I have prepared a chart for the consideration of the 
Subcommittee, that reflects the patient outcomes results of the Chiropractic Health 
Care Demonstration Program. (Chart A). 

Furthermore, a higher proportion of chiropractic patients in the military 
reported that they felt better, had less pain, and had fewer restrictions/physical 
limitations than patients receiving traditional medical care, and reported fewer 
days away from work or on restricted duty due to their condition. Chart B reflects 
workdays saved as a result of chiropractic care being provided to our military men 
and women during the CHCDP. 

The report went on to quantify that chiropractic patients were more satisfied 
with their care than patients who received traditional medical treatments and a 
higher proportion of patients seen by Doctors of Chiropractic reported greater 
satisfaction with their improvement and their providers , than patients treated by 
traditional medical providers. Chart C reflects patient satisfaction results of the 
CHCDP and has been prepared for your review and consideration. 

And finally, the DoD’s own report, acknowledged that integrating 
chiropractic care into the military health care system will result in improved access 
to health care services for military personnel and will lead to the recovery of 
between 1 1 1,000 and 331,000 additional duty days per year. 
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In short, MR. CHAIRMAN, the Department of Defense, in perhaps the 
most comprehensive demonstration of chiropractic health care services in the 
history of the country, found that chiropractic improved patient outcomes; had 
overwhelming patient satisfaction; and improved readiness among those men and 
women of the Armed Forces who sought the care of a Doctor of Chiropractic. By 
any measure, the DoD Chiropractic Health Care Demonstration Program proved 
beyond any doubt that chiropractic works for our military and we believe it will 
work equally well for our Nation’s veterans who are eligible for DVA health care 
benefits. 

The plan that we are proposing takes the lessons learned from the 
comprehensive DoD chiropractic health care demonstration program and the 
legislative response contained in Section 737 of H.R. 4205 as passed the House, 
and provides the Committee with a proven ‘model’ that should be used to begin 
the process of integrating a comprehensive, direct access, full scope of practice 
chiropractic health care benefit into the DVA health care system. It worked for 
DoD and it will work for the DVA. 

Finally, MR. CHAIRMAN, the reason that we are actively seeking your 
support for our proposal is because of the inadequate response of the Department 
of Veterans Affairs to your legislative directive contained in Section 303 of the 
Veterans’ Millennium Health Care Act. Although technically, the Department did 
respond in accordance to the instructions contained in Section 303, their proposed 
policy was woefully inadequate in several key respects. 

First, aside from one meeting in February with representatives of the 
chiropractic organizations, there was no other substantive input sought by the 
DVA from our organization or any of the other groups that are testifying before 
you today. Language contained in House Report 106-237 made it crystal clear 
that the VA should consult with Doctors of Chiropractic to assist the VHA in the 
development and implementation of its chiropraebe treatment policy’. Again, 
after February 24*', there was essentially no role whatsoever played by any of our 
organizations or our Members in the development or implementation of the flawed 
DVA policy presented to the Congress on May 5, 2000. 

Second, the clear message in your Committee report accompanying the 
Veterans’ Millennium Health Care Act was that chiropractic was efficacious and 
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the time had come to develop a comprehensive chiropractic health care/treatment 
policy for our veterans that was different and better than the inadequate existing 
policy at the DVA. Unfortunately, the DVA spent the first half of its written 
policy document debating the efficacy of chiropractic rather than proposing a real, 
substantive policy that would enhance — not retract — chiropractic health care 
treatment for our Nation’s veterans whom are eligible for VA health care. 

Third, the proposed policy itself completely ignores the prospect of a direct 
access chiropractic health care benefit that is available elsewhere in health care 
plans and merely dusts off it’s existing referral only’ approach to providing 
medical gatekeepers to screen whether or not a veteran should have the 
opportunity to see a Doctor of Chiropractic. In a health care setting where 
chiropractic health care services lay dormant and where DVA health care 
providers are biased against chiropractic, a gatekeeper/ referral sysrem would 
effectively shut most veterans out from obtaining this valuable health care 
treatment at DVA facilities or anywhere else. 

Fourth, the Committee clearly stated that it wanted the DVA to give great 
weight to a policy that would provide greater access to chiropractic care in rural 
and medically underserved areas. Nothing that we can find in the May 5, 2000 
DVA policy document addresses providing access to chiropractic care for veterans 
residing in rural or medically underserved areas. Our legislative proposal will 
address the role of Doctors of Chiropractic in rural and medically under-served 
areas. 


Finally, the flawed DVA policy clearly makes chiropractic health care 
available at the discretion of individual DVA medical doctors and significantly 
limits the scope of practice for Doctors of Chiropractic whom would be providing 
services to our veterans. Again, we believe that a full scope of practice as 
authorized under State law, should be the minimum criteria utilized in providing 
chiropractic health care to our veterans at DVA facilities. We also believe that the 
clear intent of the Committee on Veterans Affairs and ultimately the House-Senate 
conferees was that the policy of providing chiropractic health care services to 
veterans was to be ‘mandatory’ and not subject to the individual whim or 
discretion of existing DVA doctors who largely oppose chiropractic in the DVA. 

For these reasons, MR. CHAIRMAN, we would hope that the 
Subcommittee would revisit our proposal for the development and implementation 
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of a chiropractic health care plan as one of the first agenda items for the 
Committee next year. Chiropractic care is good for our active duty forces in the 
military and it is good for our Nation’s veterans who deserve the very best in 
health care services. Chiropractic is effective and should be available to our 
veterans as it is to most every other American. We hope that you concur and will 
support our reasoned approach to providing quality chiropractic health care 
services to our Nation’s veterans, beginning in the 107* Congress. 
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The Average Patient Who Experiences Back Pain 
Misses Fewer Days Of Duty WVith Chiropractic Care Then With Traditional Medicine 
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Non-Governmental Witnesses: 


Dr. Reed Phillips, nor his Collage have received any Federal grant or contract money 
relevant to the subject matter of his testimony. Dr. Phillips has received expense money 
from the Department of Defense regarding his role on the DOD Oversight Advisory 
Committee on the Department of Defense Chiropractic Health Care Demonstration 
Program. 

Dr. George Goodman, nor his Collage have received any Federal grant or contract 
money relevant to the subject matter of his testimony. Dr. Goodman has received 
expense money from the Department of Defense regarding his role on the DOD 
Oversight Advisory Committee on the Department of Defense Chiropractic Health Care 
Demonstration Program. 
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Mr. Chairman, I am RADM Michael Cowan, Deputy Executive Director and Chief 
Operating Officer, TRICARE Management Activity, Office of the Assistant Secretary of Defense 
(Health Affairs) and 1 am pleased to be invited here today to share with you and the members of 
the Subcommittee, the Department of Defense’s experience with its Chiropractic Services 
Demonstration. 

As you may know Mr. Chairman, health care services in the Department of Defense are 
provided to approximately 3.5 million active duty personnel and their dependents and 2 million 
retirees and their dependents through TRICARE, the Department’s managed care program. 
Before the Chiropractic Demonstration Project, chiropractic care was not offered at any of the 
health care facilities within the Military Health System (MHS). Individuals seeking chiropractic 
treatment visited a civilian chiropractor and paid for their care out-of-pocket. Neither the 
Civilian Health and Medical Program of the Uniformed Services (CHAMPUS) nor other DoD 
funding covered chiropractic care. 

The Chiropractic Demonstration was mandated by the National Defense Authorization 
Act for Fiscal Year 1995. The Act directed the Secretary of Defense to evaluate the feasibility 
and advisability of offering chiropractic health care at military treatment facilities (MTFs). The 
Act specifically required the Department to provide chiropractic health care services at no fewer 
than 10 military treatment facilities. It also required the Department to establish an Oversight 
Advisory Committee to provide guidance in program development and implementation. Finally, 
we were required to submit plans for evaluating the program and produce a final report at the end 
of the demonstration period 

Under that requirement, DoD established chiropractic demonstration programs at ten 
military clinics: Fort Bcnning, GA; Fort Carson, CO; Fort Jackson, SC; Fort Sill. OK; 
Jacksonville Naval Base, FL; Camp Lejeune, NC; Camp Pendleton, CA; Scott AFB, IL; Travis 
AFB, CA; and Offutt AFB, NE. Also, three comparison (or control) sites Pensacola Naval Air 
Station, Pensacola, FL; Fort Stewart, GA; and Andrews AFB, MD collected data on patients 
being treated by traditional providers. 

Subsequently, the National Defense Authorization Act for Fiscal Year 1998 directed the 
Secretary of Defense to expand the Chiropractic Health Care Demonstration Program into at least 
three new treatment facilities: Walter Reed Army Medical Center, Bethesda National Naval 
Medical Center, and one other facility to be chosen by the Air Force. The Air Force selected 
Wilford Hall Medical Center as the third expansion facility. So. there were a total of thirteen 
demonstration sites along with three control sites. Seven sites were under primary care 
management principles. Six sites used a patient choice model. The three control sites used 
traditional treatment. 

Data was collected at all of the sites in the chiropr^tic demonstration. Each Patient 
Choice and Comparison demonstration site had a site coordinator. The coordinators were 
originally hired on a part-time basis to assist with data collection and submission, but the 
positions were upgraded to full-time in order to provide additional resources to the data 
collection efforts. At the Patient Choice and Comparison sites, the data was collected using 
patient satisfaction survey forms at the initial visit and at a four-week follow-up survey. At the 
Primary Care sites, the data was collected using patient satisfaction surveys as well as encounter 
data retrieved from the Ambulatory Data System. 

I mentioned earlier that an Oversight Advisory Committee was created. The committee 
membership included the Chief Operating Officer of the TRICARE Management Activity, six 
chiropractors, three Service members, one member from GAO and one from the Military 
Coalition. Throughout the demonstration, the Oversight Advisory Committee provided 
assistance to the DoD in the development of program guidelines, policies, and procedures. The 
committee provided regular input and feedback to the DoD on issues such as program 
methodology, site selection, data collection, program operations and review of congressional 
interim and final reports. Two of the Chiropractic representatives were also included as members 
of the program evaluation team, which was responsible for data analysis and drafting of the final 
report. The Oversight Advisory Committee influenced several key decisions that formed the 
framework for implementing and evaluating the demonstration. I'hose decisions were to: 
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Restrict the patient popuJation for the demonstration to individuals with spine-related, 
neuromusculoskelelai conditions, staffing of each of the chiropractic clinics with no more than 
two doctors of chiropractic and two chiropractic assistants 

Focus on acute episodes of care for comparison to account for the transient nature of the 
military population 

Select comparison sites to assess changes that would have taken place without the advent 
of the demonstration project 

Select measurable performance outcomes 

The Chiropractic Demonstration Program ended on 30 September 1999, the evaluation 
was completed and the final report was sent to the Congress in March 2000. The demonstration 
program report included evaluations as to feasibility and advisability, hi the area of feasibility, 
analysis of the data concluded that it was feasible to establish chiropractic services within the 
DoD. MTFs participating in the CHCDP succeeded in setting up chiropractic clinics with 
adequate space, equipment, and qualified personnel. At each of the selected sites, chiropractic 
health care services were not constrained by contracting issues, physical space, or ability to 
procure appropriate equipment. Start-up costs ranged from $20,571 to $90,350 at each site and 
included expenses for facility modifications and equipment loans, leases, and purchases, with an 
average cost of $67,835. In addition, the data support the fact that doctors of chiropractic were 
Judged more favorably after their integration into the MHS, but the majority of traditional 
clinicians’ perceptions did not change dramatically. 

Data also showed that traditional providers judged using spinal manipulation to treat 
indications with no neurological findings as appropriate. They responded more favorably over 
time to spinal manipulation as a technique to treat this set of conditions. In contrast, less than a 
majority of traditional providers at the MTFs were likely to view the use of spinal manipulation 
to treat indications related to acute or chronic cervical or thoracic pain with radiating pain or 
numbness, or indications of muscle contraction weakness, as appropriate. 

The integration of doctors of chiropractic into the Military Health System is seen as 
feasible, but further attention must be given to scope of practice issues among providers and 
whether spinal manipulation as a technique is appropriate for certain medical conditions. 

Results from the empirical models indicated that patients who saw doctors of chiropractic 
were significantly more likely to show sclf-rcportcd improvement in health over the four-week 
survey period than patients who saw traditional providers. Patients were also more likely to give 
their provider excellent marks (a perfect score) if they were seen by a chiropractor. 

With respect to advisability, a statistical profile of care methodology was used to 
determine the per patient cost for Ircaling low back pain. The quantitative results achieved 
through this methodology were integral factors in determining the advisability of adopting 
chiropractic care within the MHS. 

The introduction of a system-wide chiropractic benefit would increase the cost of 
outpatient care. The extent of this cost increase would depend on the type of benefit offered 
(restricted or open to all beneficianes) and how well the Military Health System could capture 
potential cost savings in physical therapy and inpatient services. 

The estimated gross cost of providing a chiropractic benefit similar to that offered in the 
demonstration program model would be approximately $55 million, while the estimated gross 
cost of providing a chiropractic benefit without restriction to non-active duty beneficiaries would 
be at least $70 million. Overall, the addition of any chiropractic benefit within the MHS would 
have a direct increase on operational costs. 

The demonstration program has shown that, as a result of chiropractic care, there appears 
to be a reduction in the number of physical therapy visits among patients with low back pain. 
The estimated value of an extrapolated reduction in physical therapy services is approximately 
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$19 million. To realize these savings, however, physical therapy staff at facilities would have to 
be reduced to account for lessened demand, thereby restricting access to physical therapy for 
other patients presenting with non-back related conditions. The study also showed that 
chiropractic care may be associated with a reduction in the rate of inpatient admissions among 
patients with at least one chiropractic visit. The estimated value of reduced admissions for back- 
related inpatient diagnoses is approximately $6.7 million. Again, to realize the extent of these 
savings, back-related inpatient admissions within the MHS would have to be reduced, thereby 
allowing savings to be passed back to the MHS and i^rsonnel authorizations for health care staff 
to treat patients with back-related conditions would have to be reduced. 

The total value of these potential economic benefits is $26 million. This amount is not 
sufficient to fully offset the projected increase in outpatient costs as a result of initiating 
chiropractic care services. 

Another potential resource impact, although difficult to value, is derived from the 
improved return to duty rates of active duty members after receiving chiropractic care. Self- 
reported survey measures of reductions in lost and restricted duty days (time that Service 
members are not fully present for duty), extrapolated to the DoD population, indicate a potential 
to gain 199,000 labor days per year. This represents about a 0.04 percent increase on an annual 
basis in duty status among all service members. Currently, there is no mechanism within the 
DoD to realize cost savings resulting from improved return to duty rales. However, 
improvements in training availability, deployment readiness, and reporting requirements, would 
be anticipated as a result of higher present for duty ratings. 

The conclusion of our evaluation was that chiropractic services could be implemented 
within the DoD and is feasible. Analysis of data collected from patients and providers indicates 
that chiropractic care was well received by the patient population. As a result, chiropractic 
service appears to have complemented and augmented traditional medical care. Further, the 
CHCDP analysis did not find any negative patient perceptions that would contraindicate the 
feasibility of offering chiropractic care to DoD beneficiaries throughout the MHS The study 
results indicated that clinics were established and fully operational within 60 to 90 days. Policies 
and procedures were established and later modified during the demonstration as new issues were 
identified. Start-up costs ranged from approximately $20,000 to $90,000 depending on the 
availability of adequate clinic space and coDStruction modification requirements. No 
insurmountable issues delayed or prevented the establishment of chiropractic services at the 13 
demonstration sites. 

Also provider attitudes toward doctors of chiropractic changed positively over rime. 
Perceptions and attitudes about the acceptance of doctors of chiropractic and the appropriateness 
of spinal manipulation to treat certain clinical conditions were judged to be favorable by 
traditional providers. 

However, the demonstration program imposed several patient access limitations. If these 
patient access limitations were removed, the unconstrained demand of implementing chiropractic 
care within the MHS could cost at least $70 million annually. Full implementation of 
chiropractic care services for the DoD bcncficiaiy population at this lime would most likely 
require reducing or eliminating existing medical programs that are already competing for limited 
Defense Health Program dollars. 

The conclusion, based on the demonstration, was that incorporation of chiropractic care 
into the DoD health care delivery mode! was not advisable. Factors contributing to this 
conclusion were that: 

• Chiropractic care is more expensive on a statistical profile of care basis and more expensive 
even if cost savings associated with substitution of chiropractic care for other traditional care 
can be realized. This is true even though the cost analysis portrayed chiropractic care, when 
compared with traditional medical care for back pain, as less expensive on a per visit basis. 

• Utilizing a staffing model similar to the demonstration, which used restrictive guidelines 
limiting patient access to the demonstration program, i.e., active duty patients received 
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priority for appointments at some locations, will result in a cost estimate of approximately 
$55 million annually to implement chiropractic care within the DoD direct care system. 

• Any potential economic benefit of improved outcomes (estimated at $26 million) would not 
translate directly back to the MHS in the form of budgetary savings. This includes reduced 
inpatient admissions and reduced physical therapy visits for low back pain. 

• Any potential resource savings from a projected increase in availability of active duty 
members receiving care would not accrue directly to the defense medical budget. No 
mechanism currently exists to pass these changes in economic value back to the military 
health system in the form of budgetary savings. 

The status of the Department’s Chiropractic program is that while the original 
Chiropractic Demonstration Program ended on 30 September 1999. chiropractic services 
continue to be provided at the current MTFs pending completion of the Fiscal Year 2001 
National Defense Authorization Act. Mr. Chairman, that completes my statement. I will be 
happy to answer any questions. 
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